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'The direction in which education stans a man 
will determine his future life." 
Plato 
TO PARENTS 
You may obtain detailed information 
about the f ine educational facilities of 
th is university by writing to: 
THE REGISTRAR 
THE UNIVERSITY OF 
WESTERN ONTARIO 
LONDON. CANADA 
THE UNIVERSITY OF WESTERN ONTARIO 
VICTORIA HOSPITAL 
London, Ontario 
Welcomes applications from graduates of approved schools for : 
* INTERNSHIPS 
* ASSISTANT RESIDENCIES 
* RESIDENCIES 
Recognized for training in 
ALL MAJOR MEDICAL AND SURGICAL SPECIAL TIES 
by the 
ROYAL COLLEGE OF PHYSICIANS AND SURGEONS OF CANADA 
for Intern Training by 
THE CANADIAN MEDICAL ASSOCIATION 
and approved by the 
CANADIAN COUNCIL ON HOSPITAL ACCREDITATION 
Application forms available from: 
DR. J. L. LOUDON, Director of Medical Education 
A PRIVATE HOSPITAL HESTABL/SHED 1113" 
... for the diagnosis, care and treatment of all types of psychi-
atric disorders - with more than 80 years of reputation and 
experience. An unusually high ratio of doctors to patients en-
ables our staff specialists to study each patient's individual 
needs and prescribe treatment accordingly. 
The Sanitarium is surrounded by 55 acres of open and 
wooded parkland in the City of Guelph. All types of modern 
therapy are available; together with excellent, dietitian-super-
vised meals; attractive rooms, and personal attention of 
trained nursing staff. 
A large and well-planned building, embracing the latest in 
modern Occupational therapy facilities , has recently been 
added. Entertainment, Motion Pictures, Bowling Alleys, Bad-
minton and other Games, are among the Recreational activities 
being carried on. 
Benefits, under Ontario Hospital Insurance and other group 
insurance plans are available to patients - depending on the 
nature of the illness and other factors. 
For information write, or telephone Guelph 824-1010. 
HOMEWOOD 
SANITARIUM 
OF GUELPH, ONTARIO, 
LIMITED 
G. S. BURTON, M.D.C.M. Medical Superi71:tendent. 
Introducing 
~re~~2:!2~2~ 1/80* 
The one to start 
and stay on 
"Doctor, I want to start on the pill." 
Now there's a new oral contraceptive 
you can prescribe to patients starting on 
"the pill." 
New OR THO - OVUM 1/ 80 has a 
uniquely balanced formula of 1 mg 
norethindrone and 0.08 mg mestranol 
which gives virtually 100% effective 
conception control with an absolute 
minimum of side effects. 
In fact, there is no other oral contra-
ceptive quite like new ORTHO- OVUM 
1/ 80. 
You could say that it sets a new 
standard in oral contraception. Cer-
tainly, it is "the one to start her on." 
And after she's been taking ORTHO-
OVUM 1/ 80 for several months, you'll 
appreciate why we say it is "the one to 
stay on," too. 
"What worries me, Doctor, is how will 
I remember when to take my tablets?" 
That's no problem with the ORTHo-
NOVUM 21-day DIALPAK* tablet dispen-
ser. She will always start a new course of 
tablets on exactly the same day of the 
week. And the DIALPAK is a constant 
reminder of when she took her last 
tablet. 
"Are they very expensive?" 
She'll appreciate the economy of new 
ORTHO-NOVUM 1/ 80 almost as much as 
she'll like its acceptability! 
No wonder we say it's "the one to 
start and stay on." 
ORTHO PHARMACEUTICAL (CANADA) LTD. 
Don Mills, Ontario •Trademark 
----cc-~------=----- --- - --
IPOSITION: ORTHO- OVUM is norethindrone 
llpha-ethinyl-17-hydroxy-4-eslren-3-one) with 
lranol (ethinyl estradiol-3-melhyl ether ). Each 
'HO- OVUM 1/80 Tablet contains 1 mg. nore-
drone with 0.08 mg. mestranol. 
~ICAL STUDIES : Clinical studies to date with 
'HO- OVUM 1/80 Tablets have involved 885 
mts through 4,877 cycles of use. The excellent 
·ance of the new balanced formulation of 
'HO- NOVUM 1/80 Tablets is illustrated by the 
that only 4.51/e of patients discontinued usage 
therapy related reasons . ORTHO- OVUM 80 
proven virtually 1001/e effective in these studies. 
iAGE AND ADMINISTRATION: For the first 
e only. have her lake one tablet a day for 21 
'· starting on Day 5 of her menstrual cycle. At 
end of the course of ORTHO- OVUM 80, she 
s the tablets for one week. 
om now on , she simply completes each course 
1blets, stopping at the end of each course for 
week. Your patient will always start her course 
ontraceptive tablets on exactly the same day of 
.veek. The tablets should be started whether or 
menstruation has occurred or is finished. 
spoiling or bleeding should occur while taking 
'HO- NOVUM 80, the tablets should be con-
ed in the regular manner. It is not n ecessary to 
>le the dosage. 
lATION OF USE : As long as physician feels is 
rable. 
CAUTIONS AND CO TRAINDICATIONS: 
ough no causal relationship has been proven 
reen the use of progestin - estrogen compounds 
the development of thrombophlebitis, physi-
s should be cautious in prescribing ORTHO-
IUM 80 Tablets for patients with thromboem-
o disease or a history of thrombophlebitis. 
1tients with pre- existing fibroids, epilepsy, 
'aine. asthma or a history of psychic depres-
' should be carefully observed . Pre -treatment 
nination should include a Papanicolaou smear. 
'HO- OVUM 1180 should not be taken : In the 
ence of malignant tumors of the breast or 
tal tra ct : In the presence of significant liver 
unction or disease: In the presence of cardiac 
enal disorders which might be adverse ly 
:ted by some degree of fluid retention: During 
period a mother is breast-feeding an infant. 
:KAGING: ORTHO- OVUM 1/ 80 Tablets in 
LPAK* Tablet Dispensers of 21 and bottles 
10. 
•tailed information on request. 
.Yrademark 
THO PHARMACEUTICAL (CANADA) LTD. 
Don Mills, Ontario 
------ -------------- - ----
RIDLEY COLLEGE 
Residential School for Boys 
(Founded 1889) 
A sense of moderation, a love of 
tolerance, a live sense of justice, 
an understanding of discipline 
and a sense of command ••• 
something of each of these is 
gained by a boy who receives his 
education at Ridley. A worthwhile 
complement to sound academic 
background and a well rounded 
programme of physical develop-
ment. Our mod ern facilities 
include • Memorial Chapel • 
Up-to-date language and science 
laboratories • Modem Classrooms 
and residences • Well equipped 
gymnasium • Artificial ice rinks 
• 50 acres of playing fields. 
Attractive bursaries and scholar-
ships available for qualifying 
candidates. 
For information and illustrated 
prospectus, please writa to : 
E. V. B. Pil&rim, M. A., lt.admasllr 
RIDLEY COLLEGE 
ST. CATIIARINES • ONTARIO 
7~ tad~,, 
ill de ull6ult tJ/ ~,ueeeu, 
PRoVIODINE OvuLEs 
FUNGICIDE • TRICHOMONACIDE • BACTERICIDE 
* Polyvinylpyrrolidone-Iodine 10% .............. 500 mg. 
(~ mg. Avoiloble Iodine) per ovule 
in a vehicle rapidly 
soluble - d iffusible - miscible 
wi th vaginal secretions 
ADMINISTRATION 
ln .. rt 1 ovule. high into the vagina 
(Use of opplicolor is optional) 
20 consecutive day treatment (even during menstru-
ation). aepeot if necessary 
CONTRAINDICATION : None, except sensitivity to Iodine 
SECONDARY EffECTS :1 At the very beginning of treatment there may De a sensation of mild local 
irr itation. This seniGtion usually disappears less than 
1h hour or after 2nd or 3 rd administration. 
II intolerance persists, stop treatment 
N. l . - Color easily removed with water from natural 
fobriu or akin; from synthetic fabrics, by 
wos.hing in dilute ammonia solution. 
Box of 20 ovules (•pplic•tor •nd instructions) 
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Editorial 
It is with a great sigh of relief that I am 
writing my last editorial note for the 1967-68 
Journal. Unfortunately, you will have the 
inconvenience of unravelling my squalid 
literary prose for the next volume, but as I 
have coerced Ron Wexler '70, to be associate 
editor next year, I hope the calibre of the 
editorials will improve as a result of his 
influence. 
Now that the scare of the eleven month 
curriculum has been postponed for the benefit 
of the succeeding years (sic) , our thoughts 
have turned to the d ilemma, " what to do 
during the summer" ? Ideally, summer 
employment for the average hard working 
medical student shou ld consist of four months 
on a silver, sandy beach, under warm tropical 
skies, contemplating the peculiar topography 
of his or her's first tarsal appendage. However, 
the cold economic facts of life encroach on 
our idyllic thoughts, as it has our 
predecessors, and one has to consider what 
mode of employment will produce sufficient 
" filthy lucre" to live on for the next school-
year. Fortunately, as larry Kelly has expertly 
explained, in this issue, this decision has 
already been made for the class of '68. 
Nevertheless it would be pert inent to think 
of the lawful ways a medical student could 
spend his vacation provided suffic ient monies 
were forthcoming . Th is would also assume that 
they would be young , single and carefree as 
opposed to the writer who has grey hairs 
streaking his flesh coloured cranium, three 
legitimate young daughters and the worry of 
watching his 1960 Volkswagen transform itself 
into a cloud of rust. Every1hing thus being 
equal , it is realistic to th ink that the medical 
undergraduate could perform a very real 
function within the field of medical care 
instead of chopping logs or digg ing ditches. 
The Journal has published three 
communications this year regarding the great 
need for advancement of medical care in the 
northern regions of Canada. The same lack of 
facilities and personnel exist in the 
underdeveloped countries and, for that matter, 
in some parts of Southern Ontario. 
Unfortunately, the majority of positions 
available in this area cannot provide an 
adequate salary for the majority of students 
and, by necessity, must be passed up for less 
essential but more remunerat ive jobs. 
I am utopian enough to suggest that either 
the various levels of government support our 
stay in school , when necessary, so that we 
might devote our vacation time to our more 
unfortunate fellowman , or else, other 
organizations provide reasonable salaries so 
that we could avail ourselves of this 
opportunity. This is part icularly pert inent to 
the summer jobs and fellowsh ips available in 
the Medical School for wh ich, I know a 
number of well qua"ified students just cannot 
apply, for fear of compromising their next 
year's tenuous financ ial security. Suff ice to 
say that the Journal would be pleased to 
publish any comments you may have on this 
vexing problem, for the benefit of next year's 
impecunious students. 
In conclusion, I wou ld be remiss if I did not 
thank all the Journal staff, faculty and 
contributors for their support and advice 
during this school year. Most student editors, 
part icularly myself, are comp!ete amateurs in 
the publishing business and I am more than 
thankful that so many people have gone out 
of their way to prevent me from completely 
ruining the good name of this Journal. 
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It is with great pleasure, that the Medical 
Journal may belatedly announce that "Bill" 
has been awarded a Centennial Medal for his 
forty-two years of continuous service to the 
Medical School , and it was thought fitting that 
we should present a short 'curriculum vitate ' 
in honour of his recognition by the 
Government of Canada. 
Bill Byles was born in Yarmouth, Suffolk, 
England on July 7th, 1900. He received his 
education in England at Beccles, a school 
dating back to Norman times, and 
subsequently was apprenticed to the railroad 
for five years. 
In 1921 , he immigrated to Canada in order to 
obtain the benefits of the ' land of opportunity ', 
a move he has never had cause to regret. In 
1926, he was offered the position of technician 
to the Department of Physiology, under the 
direction of the late Professor Miller. Bill 
mentioned that when he was interviewed for 
the position by the late Dean Mc-Gibben, the 
sole question he was asked was, " can you 
handle your fists because you are going to 
need them if you work in Physiology" ! With 
Bill 's affirmative reply, this started him on his 
long association with the Medical School 
during the course of which, he has endeared 
himself to generations of clumsy handed 
medical students vainly trying to cannulate the 
carotid arteries of rabbits, and the faculty by 
his competence and devotion to the school. 
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William 
Arthur 
Byles 
Bill's salary when he first started in 1926 
was $50.00 a month and this rose to the 
princely sum of $60.00 after one year's 
satisfactory service. However, in the 1928-1829 
Endowment Fund Drive, the first contributions 
came from the staff who 'volunteered ' 10% 
of their salary and Bill continued for another 
thirteen years before being given another 
salary increase. Apparently, there was no such 
thing as a cost of living raise in those days. 
A keen observer and unofficial historian for 
the school, Bill recalls a wealth of anecdotes 
Bill in 1930 
and experiences relating to the staff men he 
has served under, to say nothing of the antics 
and foibles of our student predecessors, many 
who are now members of our illustrious 
faculty. Stories like hiking out to the ponds on 
the south end of the city to collect pond water 
for third year students to discover spirogyra 
and paramecium, proof that our curriculum has 
been changed over the years. Taking the 
alcohol bottle into Dr. Miller's office everytime 
it was empty, in order to get a refill--one 
cannot imagine the departmental chairman 
doing this nowadays! Memories of the now 
defunct Annual Barbecue, brings a smile that 
is perhaps best not elaborated on. For details, 
he suggests you call on the 1926-1938 Alumni. 
In 1965, he received a citation and an 
inscribed gold watch from the Physiology 
department in recognition of thirty-nine years 
of 'Meritous Service and Loyal Friendship'. 
Bill was due for his pension at this stage but 
he was fortunately persuaded to remain as 
"chief keeper of the foyer", as well as general 
mentor and unofficial " Dean of the Medical 
School " , to all the medical students. Most of 
us I am sure, have made the mistake in First 
year of seeing Bill and thinking he was 
emeritus professor of one of the departments. 
It was only later on we came to realize the 
tremendous help he is to all of us in the 
school. He is certainly one of the very few 
men left who knows most of the faculty and 
alumni by name, he keeps track of where most 
alumni have gone and is invaluable in tracing 
letters, appointments, parcels and all the 
hundred and one items wh ich come in 
th rough the front door. Just the fact you have 
someone who will say, " How d'you do" , as we 
enter the door, makes the shyest student feel 
more at home in our Neo-Gothic surroundings. 
During the course of the interview to gain 
th is information Bill made many interesting 
comments r.oncerning the medical school, and 
perhaps the following two quotes are not out 
of order:-
" Students nowadays seem to take their four 
years in Medicine far more seriously than their 
predecessors. No doubt this is due to the 
thoughts of specialization now creeping very 
early into their undergraduate careers." 
" Don't waste your parents or the 
governments money if you are not interested in 
medicine. It will eventually do you no good 
and more important, will prove of harm to your 
patients. Medical students should involve 
themselves as much as possible in the affairs 
of the Medical School and the University in 
order to express their individuality. However, 
remember, never let it interfere with your 
cl inical work" . 
Let us all hope that Bill will remain with us 
for another forty-two years before he considers 
retiring. M.J.I. 
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INTERNSHIP - Some Practical Considerations 
Larry J. Kelly '68 
Internship is the one year period following 
fourth year medicine which accomplishes or 
attempts to accomplish the following : to 
prepare the medical student for a residency 
training program, to close the gaps left in a 
student 's knowledge after medical school, to 
provide clinical experience and last but not 
least, to provide inexpensive (i.e. CHEAP) 
labour for a select group of hospitals. Not to 
be overlooked of course is the fact that the 
licensing bodies require a twelve month period 
of internship to obtain a licence. 
WHERE TO INTERN 
In order to fulfill licensing requ irements, 
internships must be served at hospitals 
approved by the Canadian Medical Assoc iation 
for Jun ior Intern Training. A list of C.M.A. 
approved hospitals in both Canada and the 
United States is available from C.A.M.S.I. 
This list is reviewed and the hospitals 
evaluated frequently. 
All internships are not the same. Th ree 
main types of internship are available: straight 
or mixed (internsh ip of one or two specialities, 
rotating, and Famil Practice. Family Practice 
Programs are generally three years in length 
and are offered in only three hospitals at the 
present time, St. Joseph 's london, St. 
Joseph 's, Hamilton, and Calgary General. It is 
possible to switch in and out of this program. 
Some persons will leave the program after the 
first year. Others who have interned elsewhere 
will fill these spaces. If you choose th is 
training you should be fairly certain of 
entering the field of Family Practice. 
In choosing a straight, mixed, or rotating 
internship much consideration should be given 
to future plans. If you plan to take a residency 
at a specific hospital , it may prove 
advantageous to intern there and therefore 
'get in on the Ground floor'. If you are 
planning to go into general practice and 
choose not to enter the Family Practice 
Programs, you should do a rotating internship 
at a hospital which gives teaching in general 
practice, which has large out-patient 
departments and which allow you to be 
'active' instead of just being an observer. 
If you are undecided about your future 
plans, intern at a hospital from which you will 
be able to enter a residency program should 
you decide to do so. 
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HOW TO CHOOSE A HOSPITAL 
After considering the type of internship in 
regard to your future plans, comes the 
problem of how to choose from the list of 
hospitals you have considered as possibilities. 
There is no best way to choose but several 
things may help you make your decision. 
Visiting the hospital is perhaps one of the 
most effective ways of evaluating a prospective 
choice as you will be able to see the hospital 
and its facilit ies, mee with the staff, talk with 
the present interns and see the residence 
accommodations and 'frills ' which are offered. 
If distance or time prevents a personal visit, 
speak with fellow students, interns, or other 
doctors about the hospital in question. 
Often hospitals, including our London 
hospitals, 'wine and dine' final year students 
and have staff available for discussing the 
internship at their respect ive hospital. The 
value of th is recruiting drive from the 
hospitals ' point of view is probably quite low 
but it provides the student with some 
information about the hospital (presented in a 
somewhat biased manner), not to mention the 
free food and booze! The impressions wbich 
you can gather from a meeting with these 
representatives are valuable. A staff member 
from a British Columbia hospital presented the 
image of being hard driving and unreasonable. 
U.B.C. medical students backed up this image 
and related that this hospital was noted for its 
excessive hours, few days off and no holidays. 
At one time, the Senior CAMSI 
Representative from Western mailed out 
questionaires to the interns from Western. It 
proved to be a useful source of information. 
Perhaps this practice should be reinstated. 
Talking to interns presently at the hospitals 
can be rewarding. However their impressions 
are directly proportional to the amount of 
sleep they have had in the night or week 
previously, and whether or not they like a 
particu lar service, regardless of whether it is 
good or not. Final year medical students have 
a pretty fair knowledge of a hospital , its 
teaching , and its administration. 
The ' frills ' or little extras that a hospital 
provides are not necessarily important in 
themselves, but rather as an indication that 
the hospital is willing to co-operate and 
attempt to make internship more than twelve 
months of 'slave labour'. These 'frills' may 
include comfortable residence areas, colour 
TV, food, tickets to shows or hockey games, 
or membership to clubs. 
In addition to these tangible extra benefits 
is that little extra effort that some hospitals 
put forth to make you welcome, such as 
securing apartments, investigating job 
possibilities for your wife, or just living up to 
their pre-contract promises. One Toronto 
hospital which had mentioned help in finding 
suitable accommodations for out of town 
interns simply replied to a request for the 
same that the intern should have no trouble 
finding it on his own. Well Toronto is not too 
far away, but consider the plight of two out of 
three Western grads who will intern at an 
Alberta hospital who were informed that the 
married residence, which had been a factor 
in choosing that hospital , would not be 
available to them. 
Each year in September, the fourth year 
students engage in great, lengthy, and heated 
discussions as to the merits of one hospital or 
area over another. If you could get a Canada-
wide impression of the situation as I did while 
attending the CAMSI National Convention, you 
would find the following : Maritime students are 
forced by their system to stay in the Maritimes; 
French-speaking students stay largely in 
Quebec ; English-speaking students from 
Montreal go back to the U.S.A. or Toronto ; 
students from the west think that the east is 
best and so rush east ; and students from the 
east rush west. This complicated movement 
of medical students only insures an adequate 
mixing and probably that there are no 'bad' 
internships, but each one is good, relative to 
the work you plan to do. 
A list of internships of Meds '68 is included 
to illustrate these migratory habits. The 
hospitals are not listed in any order of 
preference but only from east to west. E. 
Naganobu, R. Irvin and R. Boyd did not apply 
through CIPS. The former two applied directly 
to St. Joseph 's Hospital , Hamilton, whose 
Family Practice Program is not under CIPS. 
R. Boyd applied through N.I.M.P. whose results 
were not available at time of publication. 
WHAT TO DO 
The mechanics of internship are all handled 
by the CANADIAN INTERN PLACEMENT 
SERVICE (CIPS) a service of CAMSI. CIPS is 
an excellent matching program which handles 
internships to all hospitals in Canada except 
those in the Maritimes, those in Quebec 
outside of Montreal , and the Family Practice 
Programs at Calgary General Hospital and St. 
Joseph's, Hamilton. It is an entirely mechanical 
program which matches applicants and 
hospitals according to their preferences. 
DESTINATION OF MEDS '68 
MONTREAL 
Royal Victoria 
B. Heersink 
R. Merritt 
Montreal General 
R. Donald 
A. Kleider 
A. Lozon 
TORONTO 
Toronto General 
L. Black 
M. Castelli 
W. McArthur 
J. Stoffman 
Toronto Western 
B. Hoddinott 
D. Huband 
R. Johnson 
J. Kutt 
G. Wither 
St. Michael's 
R. Lamon 
R. Schmidt 
Wellesley 
H. Penney 
New Mount Sinai 
A. Bookman 
HAMILTON 
St. Joseph's 
E. Biagioni 
D. Feldman 
J. Millman 
J. Near 
J. Ostrander 
R. Irvin (FPP) 
E. Naganobu (FPP) 
Hamilton Civic 
M. Oxley 
LONDON 
Victoria 
S. Bailey 
R. Scholten 
G. Smith 
J. Spence 
St. Joseph's 
P. Bell (FPP) 
L. Brandes 
D. Bryer 
R. Garfat (FPP) 
M. Heuton 
G. Maier (FPP) 
L. Shulman 
V. Yakovishin 
EDMONTON 
Royal Alexander 
R. Buckingham 
University 
D. Craig 
R. Robins 
C. Rorabeck 
VANCOUVER 
Vancouver General 
D. McClure 
R. Peart 
A. Thomas 
R. Thomas 
H. Watts 
St. Paul's 
G. Deagle 
G. Kinney 
K. Phillips 
D. Sitton 
I. Yeats 
VICTORIA 
Royal Jubilee 
B. Faulkner 
St. Joseph's 
L. Kelly 
USA 
•R. Boyd 
FPP-Family Practice Program 
·Results not yet available 
Each September, CIPS sends out a list of 
CMA approved hospitals, a CIPS instruction 
booklet, and a preference form. After selecting 
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C.I.P.S. REPORT (1968-69) 
Intern Assignment 
Table I 
Total No. Applying Withdrawals No. of %of 
Medical Number to from Applications Graduating 
School Graduating C.I.P.S. C.I.P.S. Processed Class 
McGill 115 41 a· 33 28.7% 
Ottawa 68 48 0 48 70.58% 
Queens 61 39 3 36 59% 
Toronto 179 151 150 83.80% 
Western 55 52 0 52 94.55% 
Manitoba 71 59 0 59 83% 
Saskatchewan 46 35 34 73.9% 
Alberta 78 78 77 98.7% 
British Columbia 57 37 0 37 64.9% 
Total 730 540 14 526 72.05% •• 
• At least 7 of these withdrawals were placed through Q.I.P.S. and subsequently withdrew 
from C.I.P.S. 
Excluding McGill , where many of the students are Americans or apply through Q.I.P.S., 
85.5% of the graduating class of 1968 were placed in hospitals in Canada for internships 
by C.I.P.S. 
C.I.P.S. REPORT (1968-69) 
Intern Assignment by Choice 
Table II 
Choice Received 
Medical School 2 3 4 5 6 Unplaced Total 
McGill 22 7 0 1 0 0 3 33 
Ottawa 41 4 0 0 48 
Queen's 24 7 2 2 0 0 1 36 
Toronto 106 22 11 6 0 0 5 150 
Western 43 4 3 2 0 0 0 52 
Manitoba 44 10 2 2 0 0 59 
Saskatchewan 25 7 2 0 0 0 0 34 
Alberta 56 9 6 1 0 0 5 77 
British Columbia 26 4 0 2 0 4 37 
Total 387 74 28 14 3 0 20 526 
% of Total 73.57% 14.07% 5.32% 2.66% .57% 0% 3.80% 100% 
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a number of hospitals in which you wish to 
intern, each student sends his application 
forms with references to these hospitals. The 
hospitals make up two lists from all the 
applications-an A and B list. The A list 
contains the names of the students which the 
hospital wou ld like to have as interns. It is 
equal in length to the quota approved for the 
hospital by the CMA. The B list contains, in 
order of preference, the names of students 
the hospital would like to have, to fill any 
vacancies in the A list once the match ing is 
begun. Meanwhile the students each make out 
a preference l ist of the hospitals to wh ich they 
have appl ied in the order in wh ich they would 
like to be appointed. Both the hospital and the 
Individual lists are sent in to CIPS and the 
match ing is begun. Neither party is to know 
the other's choices, although some students 
and some hospitals attempt to make deals or 
determine the order of preference. This 
practice will eventually destroy CIPS. 
Results are known by the fifteenth of 
January each year and the student is requ ired 
to agree to his appointment. Therefore it is 
important not to include a hospital on the list 
to which you would not li ke to go. This system 
insures that if a student wants to go to a 
hospital and the hospital wants him, that is 
where he will intern. The converse of th is is 
true also. 
Over the years, about 82% of students have 
been assigned their fi rst choice, 10% their 
second choice and 5% their th ird choice. The 
remaining 3% have been assigned their fourth 
choice or have remained unassigned because 
of having failed to list a sufficient number of 
alternatives. Should the latter event occur, a 
list of vacancies is supplied to any student 
who remains unmatched. 
See Tables I and II for th is year's results. 
INTERNING IN THE USA 
Better pay and the chance to travel are a 
couple of good reasons for interning in the 
USA. However, not all hospitals are approved 
by the CMA for internship. Information and 
application forms are available from CIPS or 
from the NATIONAL INTERN MATCHING 
PROGRAM (NIMP) office in Evanston, Illinois. 
THE CANADIAN ARMED FORCES 
AND INTERNING 
If you are a member of the Medical Officer 
Training Plan (MOTP), you will be interested 
in finding hospitals wh ich will agree to pay 
intern's pay or at least provide some sort of 
benefit to you. There are several good 
hospitals which will provide this. Since the 
government is trying to stop what they 
consider 'double pay', these hospitals will not 
be listed but will be available from the author. 
Interning away from London has benefits for 
Armed Forces personnel, as moving expenses, 
travel allowance and a generous 'upset' 
allowance is provided. 
SUMMARY 
(1) Choose the type of internship you want 
depend ing on your fu ture plans. 
(2) Choose from the above possibilit ies, 
several hospitals wh ich you feel f it 
your needs and can offer the most. 
(3) Apply to these hospitals. 
(4) Fill out your CIPS preference form. 
(5) Wait hopefully for the results, 
remembering that if you were real ist ic 
in your goals, you will probably get 
your first choice. 
REFERENCES: 
The Canadian Medical Association Journal. Vol. 97, 
757-758. Sept. 16, 1967. 
The Canadia n Intern Placement Service Handbook . A 
CAMS! publication. 1967 Revision. 
The Canadian Intern Placement Service Report . 
(1 968-e9). Jan. 11 , 1968. 
The elderly Ch inese patient was in an 
oxygen tent with a network of tubes going into 
and coming out of him. His cond it ion was such 
that his doctor, checking his condition, began 
to wonder whether he shou ld call for a 
clergyman. Just as the doctor was about to 
leave the bedside he noticed the patient 's 
hand move, indicating he had someth ing to 
say. The doctor took a note-pad and pencil 
from his pocket and, reach ing under the 
oxygen tent, handed them to the patient. 
Unfortunately, the patient wrote only in 
Chinese, and as the puzzled doctor stood 
looking at the message, the patient died. 
The doctor was naturally concerned about 
his patient's last words, so he took the piece 
of paper to a Chinese laundry and asked the 
proprietor if he would translate the note. 
" Very glad to help you ," said the 
laundryman. " The note says: 'You 're standing 
on my oxygen tube'." 
Ontario Medical Review 
* 
Lawyer: " Did you say the man was shot in 
the woods, doctor?" 
Doctor: " No, I said he was shot in the 
lumbar region. " 
* 
Pre-med student : " I'm glad I attended your 
lecture on insomnia!" 
Medical Prof: " Did you learn something?" 
Student: " No, but it cured my insomnia." 
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Pheochromocytoma 
Robert S. Thomas '68 
Pheochromocytoma is a curable cause of 
hypertension and as such, an awareness of 
this tumour p:ays an important role In its 
diagnosis. A histamine stimulat ion test or a 
phentolamine test shou ld be a part of the 
diagnostic evaluation of every hypertensive 
patient. But the determination of urinary 
catecholamines or catecholamine metabolites 
are of pri mary importance in establishing the 
diagnosis of pheochromocytoma as the cause 
of hypertension in the patient. 
CASE REPORT -MRS. I.J.M. 
This 59 year old white female was admitted 
to Victoria Hospital on March 1, 1967 with 
complaints of episod ic severe headaches 
with nausea and vomiting since February 27, 
1967. She felt weak sitting or standing and has 
been on medicat ion for high blood pressu re 
(Reserpine 0.25 mg. b.i.d.) for the past two 
years. She had an episode of palpitation 
February 27, 1967 and lost consc iousness that 
night while attempting to go to the bathroom. 
She spent February 28 with a severe occipital 
headache lying flat in bed, fee ling nauseated 
if she sat up. The morning of admission she 
lost consciousness for a few minutes wh ile 
attempting to change her nightgown. She was 
also very weak and nauseated at this time. 
PAST HISTORY 
She had not felt well in the autumn of 1949 
and on February 27, 1950 she experienced her 
first c lassical attack of paroxysmal 
hypertension. In 1955 a pheochromocytoma of 
the right adrenal gland was removed at 
Victoria Hospital and was reported as non-
malignant. She was then followed at yearly 
intervals unti l April 1960. Between March 1959 
and April 1960 she began experiencing spells 
of pallor, icy cold feelings, nausea, vomiting, 
headaches, and sweating profusely suggestive 
of functional chromaffin t issue. 
FAMILY HISTORY 
She has six ch ildren and there is no family 
history of heart disease, hypertension, or 
diabetes. 
PHYSICAL EXAMINATION 
Head and neck-prominent external jugular 
pulsation on the left side, no increased 
pressure. 
Eyes-fundi showed narrowing of the 
retinal arteries. 
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A Case Report 
Chest-N.A.D. 
Heart-grade 1/IV systolic murmur at the 
base with an apical thrust. B.P. 154/ 110. 
Puls&-100 per minute and regular. 
Abdomen-no organomegaly, no masses 
palpable. 
LABORATORY FINDINGS 
Hb. 14.3 gm. WBC 14,700 
86% polymorphonuclear leukocytes 
ESR 61 mm/ hr 
ac blood sugar 134 mg% 
BUN 48 mg% 
Electrolytes-normal 
Urinalysis--trace glucose 4 plus protein 
Glucose tolerance curve-rapid uptake 
with reactive hypoglycemic pattern 
(ac 120, 'h hr. 214, 1 hr. 76,2 hr. 30, 3 hr. 
74.) 
Urinary VMA-strongly posit ive 
24 hr. urinary catecholamines-adrenalin 
592 ug. noradrenalin 573.5 ug. 
Reg itine test done on March 3, 1967 was 
positive with an 80 mm drop in systolic 
pressure and a 40 mm drop in diastolic 
blood pressure. See fig . 1. 
Reg itine Test B.P. 200/ 100 at onset 
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COURSE IN HOSPITAL 
Her blood pressure ranged from 154/ 110 
to 300 plus/ 160 without drugs and was 
controlled with Regitine I.V. and I.M. She 
wou ld get severe occipital headaches which 
were throbbing at first and then would become 
steady, along with nasal stuffiness, usually 
onsetting after she had received the Regit ine 
to control the high pressure. Surgery was 
postponed to March 29, 1967 due to suspected 
myocard ial infarction. Serial EKG 's were 
suggestive of ischemia of the anterior wall 
with symmetrical T wave inversion in V2-3, 
and left ventricular hypertrophy. Th is could 
represent either co-existing insufficiency or 
electrocard iograph ic effects of c irculating 
catecholamines. It was felt that th is also 
might represent a focal myocarditis associated 
with a pheochromocytoma. Serum 
transaminase, LDH, and EKG did not support 
a myocard ial infarction. 
The operative note of December 22, 1955 
showed a large tumour on the right adrenal 
gland filling the entire upper portion of the 
right side of the diaph ragm between the liver 
and the inferior vena cava and project ing 
under the inferior vena cava. As a result of 
this, some of the tumour had to be left behind. 
On th is admission (1967) , liver scans were 
normal but the IVP showed a downward 
displacement of the right kidney pelvis. 
On March 29, 1967 surgery disclosed a large 
mass below the liver with obvious liver 
metastases. Liver biopsy was reported as 
metastatic malignant pheochromocytoma. In 
the recovery room her blood pressure rose to 
300 plus systolic with a pulse of 140. 
Regitine drip brought her pressure down to 
160/ 110 then to 90/ 60. Her temperature 
fluctuated from 100.4° to 103°. 
On April 5, 1967 she was started on Aldomet 
to control her blood pressure and on April 22, 
1967 she was put on Dibenzyline due to the 
occurrence of ileus while she was on the 
Aldomet. Her blood pressure was adequately 
controlled on Dibenzyl ine. She was discharged 
on June 6, 1967 with a diagnosis of malignant 
pheochromocytoma with metastases. 
DISCUSSION 
Pheochromocytoma is a catecholamine 
secreting tumour arising from the chromaffin 
cells of the sympatho-adrenal system. It is 
rare tumour comprising only 0.5% of the 
hypertensive population with the majority of 
the cases presenting in the third to the sixth 
decade. 
PATHOLOGY 
Approximately 80% of these tumours are 
found in the adrenal glands; an added 15% 
are located in abdominal or pelvic regions 
other than the adrenal glands; the remaining 
5% are found in the prevertebral areas of the 
thorax and the neck. Metastases, which may 
be functional , have been found in the liver, 
lungs, central skeleton , and para aortic lymph 
glands. Approximately 10% of tumours are 
bilateral or of multicentric foc i. 
The tumours are round , frequently lobulated, 
highly vascular, and well encapsulated. On cut 
section they appear yellowish-brown or grey 
with hemorrhagic or necrotic areas. 
Microscopically they resemble adrenal medulla 
with polygonal or spherical cells containing 
granular cytoplasm. These cells give a 
characteristic dark stain with chromium salts-
the chromaffin reaction. Histologically 
malignant tumours are d ifficult to distinguish 
from benign tumours. In a child the 
hypertension is almost always sustained and 
the tumour tends to be bilateral with a higher 
incidence of malignancy than in adults. 
PHYSIOLOGY OF CATECHOLAMINES 
Norepinephrine and epinephrine mimic the 
effects of adrenerg ic discharge, stimulate the 
nervous system, and exert metabolic effects 
including glycogenolysis in liver and skeletal 
muscle, mobilization of free fatty acids, and 
stimulation of the metabol ic rate. Both 
hormones increase the force of contraction of 
the isolated heart, and also cause myocardial 
excitability with extrasystoles and occasionally 
more severe cardiac arrhythmias. 
Norepinephrine produces general ized 
vasoconstriction but epinephrine d ilates the 
blood vessels in the liver and skeletal 
muscles, which overbalances the 
vasoconstriction but epinephrine d ilates the 
blood vessels in the liver and skeletal muscles, 
which overbalances the vasoconstriction it 
causes elsewhere so causing a decrease in 
the total periphereal resistance. 
Norepinephrine causes an increase in both 
systolic and diastolic blood pressures which 
stimulates the aortic and carot id 
pressoreceptors causing a reflex bradycardia 
which in turn overides the direct 
cardioacceleratory effect of norephinephrine. 
Thus cardiac output per minute falls. 
Epinephrine causes a widen ing of pulse 
pressure but since the pressoreceptor 
response is insufficient to obscure the direct 
effect of epinephrine on the heart, the cardiac 
rate and output increase. 
Epinephrine also has a glycogenolytic action 
by activating phosphorylase in liver and 
skeletal muscle, producing a rise in blood 
sugar and in lactic acid. 
CLINICAL MANIFESTATIONS 
The clinical manifestations of 
pheochromocytoma are due to increased 
secret ion of norepinephrine and epinephrine. 
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Three patterns are observed :-
(a) paroxysmal hypertension due to 
intermittent secret ion of these agents. 
(b) persistent hypertension due to 
sustained secret ion of these agents. 
(c ) a metabolic syndrome of less severe 
hypertension , with marked diabetes 
and hypermetabolism due to 
predominant epinephrine sec retion. 
The triad of severe pounding headache, 
excessive perspiration, and palpitations in the 
presence of hyptertension is the clin ical 
hallmark of a pheochromocytoma. Also 
associated are pallor, nervousness, t remor, 
nausea, vomit ing, weakness, chest and 
abdominal pain , visual disturbances, marked 
weight loss, dyspnea, flushing , dizziness, and 
parathesiae of the extremities. Most patients 
complain of attacks which vary in frequency, 
severity, and duration. The attacks may occur 
without warning or may be precipitated by 
emotional upsets, postural changes (due to 
pressure on the tumour, similar to massaging 
the tumour) , and physical activity. Cases of 
persistently secreting tumours may be difficult 
to distinguish from cases of essential 
hypertension, but the presence of 
hyperglycemia and hypermetabolism will be 
distinguishing features in 50% of the former. 
During an attack, the blood pressu re 
frequently exceeds 250/ 150 with 
hyperglycemia and glycosuria. The patient 
appears acutely i ll with cold extremit ies, 
dilated pupils, and drenched in perspiration 
followed by a feeling of prostration. Death 
may occur from shock, renal failure, 
pulmonary edema, ventricular fibrillat ion, or 
cerebral hemorrhage during a paroxysm. 
DIAGNOSIS 
The diagnosis of pheochromocytoma 
depends to a certain extent upon an 
awareness on the part of the physician of this 
tumour as a curable cause of hypertension. 
Pheochromocytoma is one of the great 
imitators of clinical medicine. It has mimicked 
hyperthyroidism, malignant hypertension, 
diabetes mellitus, Cushing 's syndrome, 
reactive hypoglycemia, coronary artery 
disease, various causes of severe headache, 
organic and functional gastrointestinal 
disorders, and also neurotic and psychotic 
behavior. However, many cases of 
pheochromocytoma present with a history of 
typical attacks of paroxysmal hypertension, a 
palpable abdominal mass, a blood pressure 
rise with changes in posture or with d irect 
pressure over the tumour, displacement of 
renal tissue observed in pyelography and 
positive pharmacologic and chemical tests. 
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PHARMACOLOGICAL TESTS 
Drug tests for pheochromocytoma are of two 
types: the provocative test wh ich promotes the 
secretion of catecholamines from the tumour 
and causes a blood pressure elevation, and 
the blocking test which inhibits the actions of 
norepinephrine causing a lowering of the 
elevated blood pressure. 
The provocative test consists of injecting 
histamine, tetraethylammonium chloride, or 
methachol ine. In the normal person th is 
produces transient headache, flush , and a brief 
fall in blood pressure ; however, in patients 
with pheochromocytoma it st imu lates 
discharge of the tumour catecholamines 
causing an elevation in blood pressure 
overcoming the normal hypotensive effects of 
the drugs. 
The adrenerg ic blocking agents-
piperoxan, phenoxybenzamine (Dibenzyline) 
and phentolamine (Regitine)-are more 
adrenolytic than sympatholytic in action thus 
their act ion of lowering the elevated blood 
pressure in patients with pheochromocytoma 
is more striking than their effect on the blood 
pressure of a normal person. 
Of the above agents, histamine phosphate 
is the provocative agent of choice and 
phentolamine hydrochloride (Regitine) is the 
blocking agent of choice. Histamine should be 
used when the blood pressure is less than 
170/ 110. If the blood pressure is 170/ 110 or 
above, intravenous phentolamine should be 
employed. A sustained fall of 35 mm. Hg. or 
more systolic and of 25 mm. Hg. diastolic is 
considered diagnostic. 
CHEMICAL TESTS 
Of the chemical tests available, the biologic 
or fluometric assay of the catecholamines in 
a 24 hour urine specimen is preferred, 
because elevated urinary levels are often 
demonstrable even during the normotensive 
periods. Levels greater than 100 micro g. per 
day are considered diagnostic. Urinary 
vanillyl mandel ic acid and methoxyamine 
determinations are also satisfactory for 
diagnosis. Usually an increase of greater than 
twice the upper limit of normal is required for 
diagnosis. 
LOCALIZATION OF TUMOUR 
The tumour may be localized by the 
following methods: palpation (though rarely 
palpable) , plain films of the abdomen, 
intravenous pyelography with or without 
tomography, presacral carbon dioxide 
insufflation, and aortography. Thoracic 
tumours, while rare, may be seen on plain 
chest films. The separate determination of 
urinary epinephrine and norepinephrine may 
------------------------------------------------------- -------
be of predictive value in tumour localization. 
If there is a significant elevation of both 
catecholamines (approximately 40% of all 
cases) the tumour is almost always in or 
adjacent to one of the adrenal glands or, 
rarely, in the organs of Zuckerkandl. If the 
urine contains elevated norepinephrine alone 
(approximately 60% of all cases) two-thirds 
of the tumours will be found in or near one of 
the supra-renal areas. In the remainder of 
cases all possible sites must be considered. 
The tumour will be extraabdominal in only 
about 6% of patients with elevated urinary 
norepinephrine levels. 
TREATMENT 
The treatment of choice for 
pheochromocytoma is surgical resection of the 
tumour since total excision will completely 
cure this disease. The pharmacological 
approach preoperatively Is as follows: 
I. No Prior Drug Therapy 
(a) The use of phentolamine (Regitine) 
intravenously In 5 mg. doses as needed to 
control hypertensive crisis which may occur 
due to anaesthetic procedures and operative 
manipulations. 
(b) The use of propranolol (lnderol) at the 
time of anesthesia or surgery if extreme 
tachycardia or arrhythmia presents a major 
problem. The dose should start at 1.0 mg. I.V. 
with increments of 1.0 m.g. to total of 5.0 to 
10.0 mg. over a period of 15 to 30 minutes. 
Bradycardia and a decrease in cardiac 
output are the adverse effects of this drug. 
This beta blockade can be reversed with I.V. 
lsuprel given in a drip containing 5 mg. per 
litre. 
II. Preoperative Adrenergic Blockade 
The theory behind the use of preoperative 
adrenergic blockade is to prevent hypertensive 
or arrhythmic crises. 
(a) Phenoxybenzamine (Dibenzyline) given 
12 hours preoperatively produces a blockade 
which lasts for approximately 24 hours. The 
dose is 1.0 mg. per kg. given slowly I.V. over 
1 hour. Close supervision is a must with this 
preparation because the alpha blockade opens 
the vascular space and blood volume may 
need replacement. Thus at least 1000 cc. of 
blood should be on hand and central venous 
pressure should be monitored along with 
constant nursing supervision. This is best 
handled in an intensive care unit. 
(b) Preoperative beta blockade may be 
protective with 5-10 mg. lnderol p.o. q.i.d. 
given in a period of 48 hours preoperatively 
or, alternatively, I.V. lnderol in the immediate 
preoperative period in a dose of 0.1 mg. per 
kg. given over 'h hour. This blockade is of 
shorter duration than the alpha blockade. 
The postoperative pharmacological 
approach is as follows : 
(a) If the tumour is successfully removed, 
the use of Levophed as necessary plus blood 
will maintain an adequate blood pressure. 
(b) If the tumour is not found, or if it is 
inoperable, the continued pharmacologic 
approach with the oral use of both alpha and 
beta blockers along with I.V. preparations of 
Regitlne and/ or lnderol for the acute crises 
of pressure and/ or rhythm. 
SUMMARY 
A case report of pheochromocytoma is 
presented along with a discussion of the 
diagnosis and the treatment of th is potentially 
lethal disease. As part of the investigation of 
a hypertensive patient a histamine stimulation 
or a phentolamine test should be Included. 
However, the final diagnosis depends upon a 
definite increase in the levels of the urinary 
catecholamines of catecholamine metabolites. 
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AS THE MAILING LIST IS NOW ON AN ADDRESSOGRAPH SYSTEM, 
PROMPT NOTIFICATION OF CHANGE OF ADDRESS WOULD BE GREATLY 
APPRECIATED. 
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The N orth: A Skeleton In Canada's Closet 
David Craig '68 
The auihor attended the 1967 CAMS/ 
Summer School held in lnuvik, N.W.T. 
The Northwest Territories cover over one 
and a quarter million square miles or, one-
third of Canada 's total land mass. It is cut 
diagonally in two by the tree line, wh ich runs 
roughly from the mouth of the McKenzie 
River southeast to Churchill , Manitoba. South 
and west of this line, lies the McKenzie 
watershed , consisting of major lakes, the main 
river, and its tributaries. North and east of this 
line lies a " desert" called tundra, with an 
annual precipitation in many places of not 
more than five inches. It is this paucity of 
rainfall or snowfall that puts it in the category 
of a desert. 
The N.W.T. has a popu lation density of 1 
person for every 50 square miles compared 
to 1 person for every 0.1 square mile for all 
of Canada. In 1956, the population of the 
N.W.T. was 25,000. Of these 10,000 are white, 
9,000 are Eskimo and 6,000 are Indian and 
Metis. Most of the Indians live in segregated 
communities a:ong the McKenzie River and its 
tributaries ; most of the Eskimos live along 
the Arctic coast, along Hudson 's Bay and on 
the islands of the archipelago. The cost of 
living in the North is roughly one-third higher 
than in the south. The income of the natives 
is one-sixth of the Canadian average. 
These isolated statistics are given only to 
emphasize the nature and scope of the north 
and its problems. I will try to elucidate some 
of these problems, but by no means do I 
profess to be in touch with all the soc ial , 
economic , moral , educational and medical 
" ailments " p!agu ing the northern people and 
the Canadian government. I will concern 
myself with what appears to me to be most 
important. and with the solutions that are 
being offered for these problems. 
The income of the Eskimos and Indians, 
which bears a direct relationsh ip to his 
employment opportun ities, seems to be the 
core of the issue. In 1952, the Indian Affairs 
branch est imated that an Ind ian fathe r in the 
McKenzie basin requ ired between $1 ,500-
$2,000 per year to maintain himself and his 
family. Between 1948-51 , the yearly cash 
income of an average Eskimo family did not 
exceed $452.00 of which the government 
provided nearly half, through family allowances 
and direct relief. Trapping contributed only 
40% of his income. and wage employment 
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only 16% . It is obvious, therefore, that the 
mainstays of their economy-trapping, 
hunting, fishing and the manufacture of 
handicrafts will not alleviate the economic 
dependency of the Indian or Eskimo. The 
native population is increasing, while the 
hunting and trapping get poorer. A more 
sturdy economic foundation, such as mining, 
pulp and paper, or other heavy industry, must 
be erected in the north. Such industrial 
development would require people to operate 
machines, and employment of natives would 
raise their incomes and consequently their 
living standards. 
This looks simple enough but there are two 
main stumbling blocks. The first is that 
industry is not readily moving north because 
of high transportation costs, high wages, . 
harsh climate and the lack of a concentratroo 
of local consumers. The government can help 
industrial migration through tax concessions 
and duly increasing transportation facilities. 
The second problem is that industrialization 
will pass the natives by, unless they acquire 
beforehand, the education and skills to allow 
them to be employable. After all , one must be 
able to read the instructions on a piece of 
machinery or fill out a job application form. 
Formal education and vocat ional training are a 
necessary prelude to industrialization. 
To spur the development of the north, the 
federal government in 1961 set up lnuvik as a 
model Arctic town, " built to provide the normal 
facilities of a Canadian town. It was designed 
not only as a base for development and 
administration but as a centre to bring 
education, medical care, and new opportunity 
to the people of the Western Arctic ". 
(Inscribed on founding monument) . 
From what I saw in lnuvik, education was 
avai lable to all ch i:dren but the curriculum 
was not set up with the natives in mind, being 
the same as that taught in the schools of 
Alberta. The teach ing of material foreign to 
the Arctic environment must be of li ttle value 
and qu ite bori ng to Ind ian and Eskimo 
ch ildren. 
Medical care in lnuvik seemed adequate, 
with a hospita l of 100 beds servi ng the 
Western Arctic . But "new opportun ity" I found 
to be sorely lacking. As Dr. Diamond Jenness 
put it, " You cannot create a prosperous ci ty 
by erecting half a hundred fine buildings and 
filling them with janitors and charwomen " . 
There are simply no job opportunities in 
lnuvik for most of the natives. A few fi nd 
employment with such groups as the Hudson's 
Bay Company, the missions, const ruction, and 
various government branches like the R.C.M.P. 
and the D.O.T. As a resu lt of the shortage of 
jobs in the North, you consequently have low 
incomes, in the face of a high cost of living. 
This social situation always creates a lower 
socio-economic class, and all that goes with 
it-inadequate housing, overcrowd ing, poor 
hyg iene and sub-standard health of the 
popu lat ion. 
The preced ing is but a glimpse of the many 
and complex problems fac ing ou r government, 
and, indeed, fac ing all Canad ians, concern ing 
the right of every c it izen to live in dign ity and 
to have the opportunity to better himself. 
Another right of every Canadian is to have 
access to good medical care. The Royal 
Commission on Health Services in 1965 fe lt 
there were several obstacles to the exposure 
of all Northern Canadians to good medical 
care. 
1. Small scattered population : To solve th is 
problem, the Northern Health Service has 
suggested a plan for establish ing " Flying 
Health Service" circu its, similar to the Flying 
Doctor Serv ice in Australia. It wou ld bring 
regu lar visits several t imes a year by health 
personnel to the scattered communities. 
2. Harsh c l imate. 
3. Lack of communicat ions and 
transportat ion. 
4. Diff icu lty in att racting and retaining trained 
personnel in the Northern Health Service. 
As a solution to the shortage of health 
personnel, the Commission suggested :-
(a) encourag ing Northern natives to enter 
the health fields. 
(b) attracting personnel from the south by 
offering benefits such as subsidized 
housing, etc. 
(c) sett ing up a medical school at 
Memorial University in Newfoundland 
to graduate physicians spec ially 
trained in frontier medicine. 
The Royal Commission sums up concisely 
what I have been trying to get across in this 
paper:-
" In the North, more than in any other part of 
Canada, is the indivisib ility of health and 
social well-being demonstrated ! Having 
discussed the health problems . .. , we must 
add that these measures, to be successful , 
have to be accompanied by measures securing 
proper housing, sanitat ion and water supply as 
well as adequate livelihood . . . We are 
convinced that Canada can afford to provide 
its few thousand c itizens in the North who are 
without proper housing, with accommodation 
that measures up to decent health standards. 
It cannot affo rd to leave these several 
thousands of its c itizens in conditions which it 
rightly condemns and helps to amel iorate 
anywhere else in the world ". 
REFERENCES: 
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STIMULATING ADDRESS BY DR. W. D. BUCK 
OF NEW HAMPSHIRE 
Boston, November, 1867-We are indebted 
to the Boston Journal of Medicine for the 
following st imu lating extract from the address 
of Dr. W. D. Buck to the New Hampshire State 
Medical Soc iety. 
Dr. Buck recalled that a distinguished 
surgeon in New York City, twenty-five years 
ago, said, when Dupuytren's operation for 
relaxation of the sph incter ani was in vogue, 
every young man who came from Paris found 
every other individual 's anus too large and 
proceeded to pucker it up. The resu lt was that 
New York anuses looked like g imlet holes in a 
piece of pork. 
Dr. Buck cont inued: " It seems to me that 
just such a ra id is being made upon the uterus 
at this time. It is a harmless, inoffensive little 
organ, stowed away in a qu iet p lace. Simply 
a muscu lar organ, having no function to 
perform save at certain periods of li fe, but 
furn ishing a capita l field for surg ical 
operations, and is now-a-days subject to all 
sorts of barbarity from surgeons anxious for 
notoriety. 
" Had Dame Nature foreseen this, she would 
have made it i ron-clad. What with burning and 
cauteri zing, cutt ing and slash ing, and gouging, 
and spitting and skewering and pessarying , 
the old-fashioned womb will cease to exist, 
except in history. 
" The Transactions of the National Medical 
Association for 1864, has figured one hundred 
and twenty-three different kinds of pessaries, 
embracing every variety, from a simple plug 
to a patent thresh ing mach ine, which can only 
be worn with the largest hoops. They look 
like the drawings of turbine water-wheels, or 
a leaf f rom a work on entomology. 
* 
Medical officer addressing troops on 
manoeuvers ; " You infected troops will have to 
bathe separately. I've had a port ion of the 
river set aside for you ." 
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A Diagnostic Puzzle 
N. Wilson Rodger M.D. B.Sc. 
Department of Medicine 
Miss J. P., a 311 year old white Canadian 
school teacher was admitted to a London 
hospital complaining of tiredness of one year's 
duration. 
The patient had recently arrived home 
from Costa Rica where she had been teaching 
in the past year. For several months she had 
been sleeping at noon between her school 
sessions, and going to bed immediately after 
supper. She was not tired on awaking but had 
a "fuzzy feeling in the back of her head." 
There had been some weakness in her legs 
climbing stairs but none of the eyes or arms. 
There had been no dysphagia. She had 
remained active and walked a mile or so each 
day for exercise. 
There had been no previous hospitalizations. 
She had had measles and mumps in 
childhood. She was born in Ontario, the 
youngest of 5 children. She had been bright 
and active as a child, later a leader in Girl 
Guides. She was meticulous, intelligent and 
active in high school. Following her teacher's 
training she had left for South Africa where 
she had spent fiv·e years. During this time she 
had broken an engagement to be married. She 
had then gone to Costa Rica as one of two 
teachers in a small American Community. Her 
mother was 64, alive and well. Her father had 
died 4 years previously of a stroke. There was 
no family history of hypertension, kidney, 
vascular disease or gout. 
On functional enquiry, she had noted some 
coarsening of the hair on her scalp with 
thinning above the temples, as well as fine 
hair on the upper lip and in front of the ears 
in the past year. There had been no change in 
her vision or hearing. She had had a total 
teeth extraction 3 years previously-they were 
'crumbling '. Headaches, dizziness and syncope 
were denied. There had been no lumps in the 
neck, voice change, chest pain, shortness of 
breath , or cough. She did not smoke. She 
frequently gargled with salt for sore throats. 
In the year previous she had lost weight 
from 120 lbs. to 93 lbs., being 5 ft . 6 in. in 
height. She had noted no change in her food 
intake at this time. She had however 
developed a preference for salt, and used 
more. There was a need for grapefruit, orange 
juice, beef and veal. She always had had a 
taste for licorice. (Her cousin independantly 
informed her physician that she would 
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surreptitiously cook and eat one or more 
steaks a day, and often conceal other raids on 
the icebox of her kind relative. Yet the patient 
denied this). The patient denied vomiting or 
abdominal pain but found baking soda 
effective for bloating and glycerin 
suppositories for constipation. She had no 
history of jaundice, the stools were brown, and 
floated. There was an occasional sharp pain 
in both flanks relieved by placing her hand in 
the area. She had occasional nocturia. Her 
menarche had occu red at age 11 , with periods 
from 2 to 8 weeks apart, 1 'h days in duration. 
Five years previously there had been the 
gradual disappearance of periods so that they 
had been absent for 4 years. She had had no 
cyclic cramps or discharge. Her libido she 
found decreased. 
Her skin was dry and noted persistance of a 
tan acquired several months ago. Freckles on 
her limbs had become more prominent, 
although no excess hair was noted. 
She had been treated in the past year with 
oral griseofulvin for a fungus infection of the 
finger nails. 
There had been no muscle cramp, twitching, 
parasthesia or pain in the joints. 
PHYSICAL EXAMINATION 
On examination, she was cheerful , sitting in 
bed, though showing loss of muscle bulk 
about the face, arms and shoulder girdle. Her 
BP was 100/ 70, pulse 60/ min., respirations 
16/ min., temperature 97.2°F. Her scalp hair 
was of normal texture with slight temporal 
recession. There was fine hair on the upper 
lip and anterior to the ear. The eyes were not 
protruding, had no abnormalities of extraocular 
movement, reflexes, visual fields or at 
fundoscopy. There was a dark pigmented spot 
on the buccal mucosa thought to be a large 
superficial vein. Dentures were in place. The 
neck was thin. A mass, present anterior to the 
thyroid cartilage, soft, mobile with no bruits, 
was considered to be normal thyroid gland. 
There were no other masses in the neck or 
the axillae. The thorax showed wasting of the 
sacrospinalis muscles, one inch excursion of 
diaphragms, lung fields normal to percussion 
with vesicular breathing. The heart was 
unremarkable. The breasts were small with 
pink areolae. 
The abdomen was scaphoid with no scars 
or palpable masses. Bowel sounds were 
normal. Pubic hair, external genitalia and 
pelvic examination revealed no abnormality. 
There was a brown cutaneous spot with 
irregular marg ins. 1 em. in diameter in the 
right costovertebral angle. There were many 
naevi on the back, some pigmentation on the 
elbows but not the waist or palmar creases. 
The axillae had been shaved, and there was no 
excess hair on the limbs. 
The soles of the feet were brown, 
attributable to the presence of only a shower 
in Costa Rica. The pedal pulses were not 
palpable. The feet were cool. The deep tendon 
reflexes were normal but with a slightly 
retarded relaxation phase. The plantar reflexes 
were normal , the vibration sense intact, the 
facial movements, gag reflex and voice being 
normal. Muscle wasting in the back and 
shou lder girdle was marked but no abnormal 
movements were noted. 
LABORATORY STUDIES 
Urinalysis revealed an SG of 1.020, pH 
alkaline, one plus protein, 3/ 4% sugar, 
occasional WBC and rare hyaline casts. 
Repeat urinalysis showed no glycosuria. The 
PC sugar was 93 mg % , BUN 18 mg % , serum 
Na 140 mEq/ 1. potassium 3.0 mEq/ 1., 
chloride 76 mEq/ ., CO, content 45 mm/ 1., 
hemoglobin 14.8 gm/ 100 mi. , hematocrit 46% , 
WBC 4100/ mm' , 53% segmented neutrophils, 
46% lymphocytes and 1% monocytes. 
Erythrocy1e morphology and platelets were 
normal. 
The chest film showed slightly hyperinflated 
lung fields and a small heart. An EKG showed 
a PR interval of 0.2 seconds, low voltage T 
waves and evident U waves. 
The patient was placed on a 3000 calorie 
diet containing 100 mEq of potassium. Her 
weight decreased from 88 to 79 lbs. in one 
week. She remained ambulant and enjoyed 
sitting on the outdoor balcony. She regularly 
forced herself to climb 6 flights of stairs to 
keep in cond ition . 
Her BMR was -18% , and PBI 5.7 mcg/ 100 
mi. The thyroid uptake was not performed due 
to the IVP which showed normally placed 
kidneys with normal excretion. Urine culture 
showed a scanty grow1h of Strep. Viridans 
despite 40-50 pus cells/ HPF and 2+ 
proteinuria. A renal scan and renogram were 
normal. The creatinine clearance was 38 
ml / min. and PSP excretion 28% at 15 minutes. 
Serum calcium was 9.6 mg % , phosphorus 
3.6 mg % , alkaline phosphatase 6.6 K.A. units, 
uric acid 12.7 mg % . A glucose tolerance test 
showed AC 74, 'h hour 98, 1 hour 108, 2 
hour 111 , 3 hour 84 mg% while 1/ 4% 
glycosuria was detected AC and at 2 hours. 
Serum proteins were 6.8 gm % with 69 % 
albumin and a normal distribution of globul ins. 
Arteria l blood pH was 7.48 with a bicarbonate 
of 37.3 mEq/ 1 of plasma and a base excess of 
12.3 mEq/ 1 of blood. Arterial pCO, was 
53.5 mm Hg. 
A Gl series showed a normal small bowel 
pattern, the barium reaching the cecum by 
5 hours. Prothrombin time was 15 seconds 
(control 13 seconds) . Three grams of xylose 
were excreted in 5 hours. Stools contained no 
occult blood or parasites. 
The urinary excretion of potassium was 
20-30 mEq/ day, but on potassium gluconate 
30 cc t.i.d. rose to 170 mEq/ day. Urinary 17 
Ketosteroids were 4.4, 4. 7 and 5.2 mg, 17 
ketogenic steroids 4.9, 6.6 and 4.5 mg. per 24 
hours with urinary creatinines of 0.5 to 0.8 
mg/ 24 hours. (Normal 17 ketosteroids 4--17 
mg and 17 ketogenic stero ids 5-18 mg/ 24 
hours). On the day of 1/ V infusion of 1 gm of 
metapyrone over 4 hours, urinary 17 
ketosteroids were 4. 7 and the 17 ketogenic 
steroids 9.2 mg/ 24 hours. Plasma cortisol was 
17 l'gm/ 100 mi. and 6.5 l'gm/ 100 mi. at 8 A.M. 
and 8 P.M. respectively. Urinary aldosterone 
was 7.4 l'gm/ 24 hours (normal 2- 20 l'gm/ 24 
hours) with a urine creatinine of 0.53 gm. 
Sku ll x-ray was normal. Pitu itary 
gonadotropins were absent in a 48 hour urine 
collection. 
During the admission the BP ranged 
between 80/ 60 and 110/ 80. The weight 
remained at 80 lbs., despite consumption of 
the 3000 calorie diet. Her mother was found 
to be normotensive and normokalemic. 
On treatment with Aldoctone A 25 mg q.i.d., 
NH.C1 gr. 15 t.i.d. and Kaon 30 cc. t.i.d. her 
serum sodium was 131 mEq/ 1., potassium 
3.2 mEq/ 1., Chloride 79 mEq/ 1 and CO, 
content 40.4 mm/ 1. Her serum potassium had 
been as low as 1.8 mEq/ 1 during this 
admission. 
She was discharged on this regime feeling 
stronger, but was subsequently readmitted for 
further study, her serum potassium being 
2.5 mEq/ 1 and CO, content 43.9 mm/ 1. Her 
urine potassium was 200 mEq/ day on oral 
supplementation . low T waves were present 
on EKG. On a 3000 calorie diet containing 
75 gm. of fat her stool fat was 1.9 gm/ 24 
hours over a 72 hour collect ion. Fatty acids 
were 6. 7% of the total fat. She was 
discharged, weighing 83 lbs. , on Triamterene 
100 mg. b.i.d. , K.C1 gr 10 t.i .d. and Kaon 
30 cc. t.i.d. to be followed as out-patient. 
WHAT WOULD BE YOUR DIAGNOSIS 
FOR THIS CASE? 
TURN TO PAGE 134 FOR THE ANSWER 
AND DISCUSSION. 
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The Mentor System 
Reid Finlayson '69 
In an attempt to evaluate student opinion 
regard ing the mentor system, an informal poll 
was held during the month of February. The 
results of that poll are d iscussed in th is art icle. 
METHOD 
Questionna ires were distributed to students 
of each year during lectures at wh ich maximal 
attendance was anticipated. Return of the 
completed forms was encouraged at that t ime 
but was left to the discretion of each student. 
No follow up of incomplete or unanswered 
forms was attempted. A total of 165 forms 
were returned , of wh ich 62 were from first 
year, 43 from second year, 47 from th ird year, 
and 13 from fourth year. 
HOW OFTEN DO MENTOR GROUPS MEET? 
55 students or 33% of forms received stated 
that they had not met with their mentor in the 
period of September 1967 to Christmas. 53% 
had met once and 14% twice or more during 
the above period. 21% of students had met 
with their mentors alone, other than with 
the mentor group, during the same time 
period. 
WHERE DO MENTOR GROUPS MEET? 
As might be expected, the largest number 
of mentor groups met at the mentor's home, 
24% of the students were in groups that met 
at other locations. These other locations 
ranged from hospitals and offices to clubs and 
res tau rants. 
HOW LONG DO MENTOR MEETINGS LAST? 
94% of the meetings with mentors lasted 
over three hours. 
WHAT GOES ON? 
The manner in which students are 
entertained by mentors is indicated below in 
order of frequency: 
1. Food provided 60 
2. Conversation 34 
3. Alcoholic refreshments 32 
4. Taken out to eat 11 
5. Taken to see patients, rounds 8 
6. Outside speakers 8 
7. Sports or recreation 5 
It must be borne in mind that there are six 
students in each mentor group and some of 
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IV 
the less frequent forms of entertainment may 
therefore occur in one or two groups only. 
WHAT SORT OF TOPICS ARE DISCUSSED? 
The fo llowing is a list of topics d iscussed in 
order of frequency reported : Medicine in 
general, curricu lum, pol itics or world affairs, 
medical specialties, student attitudes, summer 
jobs, eth ics, investment, sports and recreation, 
mentor system, sex, problems, and women in 
medicine. (The last three topics occurred in 
their order of frequency completely by 
chance). 
WOULD YOU DISCUSS PROBLEMS RELATED 
TO SCHOOL AND STUDIES WITH YOUR 
MENTOR ? 
Yes 46% , No Opinion· 35% , No 19% 
WOULD YOU DISCUSS PERSONAL 
PROBLEMS WITH YOUR MENTOR? 
Yes 27%, No Opinion 40%, No. 33% 
IS THE MENTOR SYSTEM VALUABLE? 
Yes 69%, No Opinion 15%, No 31% 
It is interesting to note that of the 31% who 
disapproved of the mentor system, 60% had 
not met with their mentor during the 
September to Christmas period of 1967 and 
20% spontaneously added that they had never 
met with their mentor. 
HAVE YOU ANY COMMENTS OR 
SUGGESTIONS FOR THE MENTOR SYSTEM? 
10% of students surveyed spontaneously 
expressed a real appreciation of the mentor 
system. The suggestions which were made are 
condensed as follows and presented in order 
of frequency : 
1. Selection of mentors-Most of the 
suggestions made were pointed at 
choosing more willing mentors. Some 
wondered if city general practitioners 
could be involved in the programme. 
Several stated " a preference" for M.D. 
mentors as opposed to Ph.D. mentors. 
2. Meetings-Many students felt that 
mentor groups should meet more often. 
Students, especially those arriving in 
first year, should be contacted early in 
the year by the mentor. 
(Continued on next page) 
The Physician and the Athlete 
John Tasker '69 
Richard Hawkins '69 
INTRODUCTION: 
The population of London, Ontario is 
200,000. In the city public and secondary 
schools there are 40,000 students. 
Approximately one-third to one-half of these 
students are competing in organized sports. 
At the secondary school level , in 1967, 35 
football games were covered by the City Fire 
Department. Their reports list 27 major 
injuries that occurred in these games of which 
6 required emergency transportation to 
hospital by London Thames Valley Ambu lance. 
The number of physicians actively engaged 
in the care of the athlete, i.e. officially a 
member of the team organization which entails 
attendance at games and occasional practices 
is approximately 6, of whom 3 are engaged at 
the college or semi-professional level. 
Consequently, few sports events are covered 
by a qualified physician. 
The onus, therefore, has been placed upon 
the fireman, trainer and coach to diagnose 
injuries while the athlete may return to the 
game or possibly even to prescribe his 
treatment. 
The aim of this paper is to: 
1. Acquaint the reader with the requirements 
of athletic medical management. 
The Mentor System-IV (continued) 
3. Students should show more initiative in 
the mentor system. 
DISCUSSION : 
It appears that student opinion is 
overwhelmingly in favor of the mentor system 
when one discounts the " sour grapes" who 
say that since they have no mentor the system 
is valueless. It is to be hoped that 
conscientious mentors will be appointed in 
these cases soon. This should present no 
concern. According to the student chairman 
of the mentor system, Ross Donald, " There are 
more men who will gladly take the places of 
those who have only a small interest. " 
Students who have not been contacted 
should take the initiative to contact the 
2. Delineate the approach the physician 
should take. 
3. Describe the rewards of this particular 
field for the practicing physician. 
The specific treatment of injuries to the 
musculoskeletal system, especially major 
trauma, usually comes under the ju risdiction 
of the orthopedic surgeon. However, the 
numbers engaged in our nation's sports 
events, especially at the secondary school 
level , demand greater competent medical 
coverage and must fall into the realm of the 
family practitioner. 
TYPES OF INJURIES 
It is not the object of this paper to discuss 
diagnosis and treatment of specific injuries ; 
this information may be obtained from the 
many excellent text books available. The 
relative occurrence of injuries however should 
be stressed. For example: 
London Secondary School Football Games 
-Fall 1967 
Number of games covered-35 
Covered by-London City Fire Department 
Mentor Committee and have their mentor 
either reminded or replaced. 
Since the senior years have more close 
contact with physicians in small groups, and 
opportunities to form relationsh ips abound, the 
student gains greatest benefit from the mentor 
system in his first and second years. Early in 
medical training , association with a physician 
can encourage the student, and assure him 
that upon the foundation of basic sciences, 
the superstructure of medic ine is bu ilt. 
• No Opinion includes both no opinion 
expressed and answer qualified so as to make 
answer indefinite. 
REFERENCES : 
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How many potential injuries can you see in this photograph? 
INJURIES No. DIAGNOSIS 
Head 5 Suspected concussion 
Knee 4 Suspected cartilaginous 
trauma 
Shoulder 3 Suspected separation 
Ankle 3 Suspected sprains 
Fractures 9 3 were leg fractu re 
Miscellaneous 3 Equipment defects• 
• these were due to players entering the game 
with faulty equipment or with improperly 
adjusted equipment. 
Most minor injuries are not reported. 
Sprains, strains, contusions and muscle 
damage constitute the majority, of which the 
diagnosis is ascertained by the athlete, trainer 
or coach. The physician must not only be 
familiar with the experience of others, as to 
what are the most common causes and types 
of injury, but must supplement this knowledge 
with observations based on his personal 
familiarity with the constant study of the 
injury experience in his locality. In football the 
lower extremity presents the most frequent 
problem, especially the knee. In hockey well 
over one-half of the injuries involve the head. 
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The area of the body commonly involved is 
relative to the sport and the physician should 
be familiar with these. 
ROLE OF THE PHYSICIAN 
One of the primary responsibilities of the 
team physician is the safe, rapid return to 
participation of an effective athlete. Safety is 
a factor understood by all physicians who care 
for the athlete, but a realistic concern for his 
rapid return to play is often lacking. The 
purpose of this section is to emphasize the 
need for the team physician 's dual concern. 
Safe return to play should suggest that the 
physician has utilized the basic modalities of 
diagnosis, treatment and rehabilitation which 
meet the needs of a given injury situation. 
Athlet ic medicine presents one of the ideal 
situations for the practice of preventive 
medicine. The physician must be prepared to 
review the conditions under which the athlete 
trains and plays and must institute suitable 
reforms. It is important here to recognize 
that the physician should take a position of 
leadership in recommending to athletic 
authorities, measures or equipment which will 
tend to prevent injury. He must keep up with 
The obvious danger of the unprotected head in a tripping penalty. 
new developments in the field of protective 
equipment and recommend the adoption of 
new devices when ind icated. His 
recommendations must be given serious 
consideration by school authorities and by 
coaches and trainers. The significance of a 
clean dressing room is paramount. Separate 
lockers or hooks with maximum space 
between each player's equipment, daily 
changes of fresh socks, shorts, supports, etc. , 
foot baths and in general a clean, frequently 
washed floor are a few of the many 
important precautions required to prevent the 
transmission of infectious disease. Pre and 
intra season conditioning is a prerequisite to 
proper care of the athlete. The routine physical 
examination ord inarily given, is not adequate 
for determining the question of participation in 
athletics. This pre-seasonal examination of the 
athlete will include some of the basic 
observations which might be part of any 
routine examination. It will extend these 
observations, however, and add others which 
are indicated by the nature of the sport in 
which the student plans to compete. An 
adequate number of non-medical assistants to 
handle clinical responsibilities, measure height 
and weight, perform simple laboratory and 
other determinations, and to keep order, 
makes things much easier. At the time of the 
initial examination, a record form should be 
established for each student and kept 
up-to-date. The importance of these 
prophylactic procedures cannot be 
overemphasized. 
Diagnosis is most effective when initially 
carried out at the site of the accident. The 
player should not be moved until the simple 
question, " where does it hurt?" is asked. This 
will certainly prevent the error made when the 
player with a neck or back injury is improperly 
moved. It will further prevent additional pain 
to the player by immediate localization of the 
injured part. On the field , the second basic 
question, which may prove of great diagnostic 
aid is, " how did it happen?" Delayed recall is 
frequently inaccurate. Significant information 
such as the direction of the blow and position 
of the body when trauma occurred may be 
lost if not asked at the time of Injury. A 
diagnostic aid at the disposal of the physician 
within the first ten minutes after injury is the 
period of " Athletic Anesthesia". This 
phenomenon, although ill-defined, appears to 
result from a combination of the anesthesia 
incurred by the trauma and a high output of 
adrenergics and corticosteriods produced in 
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response to the strenuous activity of the sport. 
This period allows diagnostic manoeuvers 
which otherwise might take days after the 
initial tissue response has subsided, or under 
either local or general anesthesia. 
It is quite common, especially during 
practice periods, that the trainer or coach is 
the first individual to reach the injured athlete. 
Effective care of the athlete can only be 
accomplished when the physician accepts 
these two on his therapeutic team. The t rainer 
and coach shou ld be taught to recognize the 
symptoms of severe injury, such as persistant 
headache and/ or confusion after a head 
injury, persistant pain and/ or difficu lty in 
movement after a neck or back injury, 
persistant pain and/ or weakness after an 
abdominal or flank injury, and persistent pain 
and/ or shortness of breath with a chest injury. 
The trainer and coach shou ld know if any one 
of these situations arises, a medical 
emergency exists. The athlete shou ld not be 
left on the sidelines until the practice or game 
is completed, for valuable life and limb 
saving moments may be lost if rapid diagnosis 
and treatment are not affected. Any ath lete 
who is unconsc ious, in extreme pain, or who 
has sustained injury to the lower limb, back or 
neck must be removed from the field on a 
stretcher. Many serious injuries are 
Prevention of a head injury by using a 
protective helmet in a boarding penalty. 
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This is why the knee injury is prevalent 
in football. 
aggravated by the short walk from the field to 
the dressingroom table. 
Even though an injury may not present as 
an acute emergency, the team physic ian 
shou ld complete his examinations and proper 
laboratory and x-ray stud ies as soon as 
possible. The rapid establishment of a 
diagnosis is necessary if early treatment and 
rehab ilitation are to be started. These may 
requ ire one or all of the modalities of 
counsell ing, simple encouragement, physical 
medic ine and medications. 
The concept of " rapid return to play" should 
be of prime importance to the team physic ian. 
He shou ld be aware that the patient is a 
partic ipant in a given sport because of values 
which he (the ath lete) chooses as important 
for his l ife development. The rewards of 
competit ion wh ich support and strengthen th is 
development are rather limited. The few 
" moments of truth " are preceded by many 
hours, days, and sometimes months of 
relat ively unreward ing practice. The team 
physic ian who delays his examination and 
treatment " over the weekend " may cause an 
unnessary loss of partic ipation time for the 
athlete during a period of scheduled 
competition. Delay may also affect a training 
program, which could in turn retard a 
timetable for optimum performance for 
competition. 
False values related to victory at any cost 
in athletic compet ition must not influence the 
team physician. He should not jeopardize the 
health of the athlete to achieve rapid return 
to play. The immediate goals should not blind 
the physician to the need for concern for the 
future health and well being of his patient. In 
most instances the physician who returns an 
effective player to the field will return a safe 
player. 
The healthy values in competitive sports 
are most meaningful in the life growth of the 
athlete. An injury may prevent him from 
achieving goals for which he has laboured 
hard and long. This is one of the most 
significant reasons why the team physician 
should accept the challenge to rapidly return 
to play an effective athlete who is 
psychologically and physically set for 
competition. Until he can return to active 
competition, every effort must be made to 
keep the athlete in condition by allowing him 
to work out as much as possible with his 
teammates in a fashion which will afford 
adequate protection for his injury. 
The physician must be aware of the d ifferent 
personalities and motivations of his athletes. 
Obviously, this calls for a good knowledge 
and understanding of the injured player's 
psychological state. The athlete who at first 
attempts to conceal an injury may be 
motivated simply by his love of competition. 
On the other hand, it may be because of fear 
that he will be thought unmanly, of fear of the 
pain from treatment, or of fear of loss of his 
social status as an athlete. When he is finally 
forced to accept treatment and temporarily 
removed from competition , his fearful tendency 
may be turned toward the possibility of pain 
and re-injury. Patience, perseverance and the 
cultivation of a more balanced attitude, 
relegating sport to its proper degree of 
importance, are necessary in treatment of such 
a person. 
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Gems of Knowledge from the Faculty 
Dr. G. H --- s. If the case notes weigh over 
ten pounds the diagnosis is psychoneurosis. 
* 
Dr. D. M-----r. 1. Obviously this girl has 
T.B. That is two beauts! 
2. Dyspareunia is better than no pareunia at 
all. 
* 
Dr. W. P --e. re. How to succeed in 
Dermatology. " There 's one born every 
minute". 
* 
Dr. J . R------ n. Even surgeons realize 
something is wrong when there is four plus 
sugar in the urine. 
* 
Dr. B. S- -w. When using cortisone on a 
supportive basis remember to keep the patient 
in a state of economic viability. 
Dr. C. B -- k. The optimum period is one 
month. 
* 
Dr. J . R -- n. As in any pediatric disease, 
you treat the parents and the child will get 
better by itself. 
* 
Dr. F. B--- n. Down in South America you 
get amoebic dysentery with your pay check. 
* 
Dr. K. S ------- y. I would like to give you 
a reference which is of no use for examination 
purposes but is of great practical value. 
* 
Dr. R. G - - - - n. We know that half of what 
we teach is wrong but we do not know which 
half. 
* 
Dr. B. R ------ n. Medical practise is full of 
trial and error to which the cemetry bears 
witness. 
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Answer to the Diagnostic Puzzle (See Page 127) 
DISCUSSION: The patient was referred to 
another physician for further treatment. 
Shortly after entering his office she confessed 
that she had been unable to bring herself to 
confirm to her suspecting doctor that she had 
in fact been vomiting most of her food intake 
for the past 5 years. Early in her illness she 
had noted little need for food during the day, 
but that she had been quite hungry in the 
evenings and when she started eating she was 
unable to stop, she would then vomit most of 
the day's food. She had concealed this from 
her family and the nurses and doctors in the 
hospital. The habit of gorg ing followed by 
vomiting had become established, and in later 
years she did it despite herself. The diagnosis 
then is ANOREXIA NERVOSA manifested as a 
pattern of gorging followed by psychogenic 
vomiting , metabolic alkalosis and hypokalemia 
with presumed hypokalemic nephropathy. 
Th is condition may be considered a 
symptom of disease rather than a disease 
itself. A loss of over 25 lbs. due to 
psychogenic cause is the main criterion of the 
diagnosis. In a minority of patients are seen 
associated symptoms of hysteria, 
psychoneurosis or schizophren ia, but in most, 
as in this patient distortions of the eating 
functions and its relation to the body are 
dominant. The patient stated that she wished 
to avoid resembling her overweight mother 
but in addition it was apparent that she used 
her illness as a disruptive influence on her 
family. The complaint, meticulous childhood, 
the somewhat passive personality, the concern 
for " keeping in shape", inappropriate activity 
despite her obvious debilitation, the cessation 
of the menses before the onset of weight loss 
and her difficu lty in relationships with the 
opposite sex are all characteristic of the 
disease. 
(1). Gorging followed by vomiting is well 
described in such cases. The degree of 
alkalosis is however somewhat unusual. One 
might have suspected Addison 's Disease in 
this patient but the metabolic alkalosis was 
against this. In addition she had normal 
morning and evening plasma cortisols with a 
diurnal variation and a moderate response to 
metapyrone. Hypopituitarism was also 
considered. However there was no suggestion 
of hypothyroidism, loss of pubic hair, anemia 
or radiological enlargement of the sella turcia 
or visual field defect. The decreased pitu itary 
gonadotropin excretion is characteristically 
low or absent in patients with anorexia 
nervosau but is so in many debilitating 
diseases so is not of diagnostic usefulness in 
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this context. In anorexia nervosa when 
amenorrhea preceeds weight loss one may 
infer a primary change in gonadotropin 
secretion illustrative of the neuroendocrine 
control of gonadal function. The retrospective 
assessment of the laboratory results and 
effects of drugs in this patient are complicated 
by the fact that she frequently either did not 
take or vomited her medications. We 
attempted to rule out hypermetabolism and 
defects of gut absorption but the fat balance 
study and xylose excretion are difficult to 
interpret. 
Of the causes of metabolic alkalosis, 
vomiting was suspected but could not be 
proved : there was no diarrhea of the watery 
type ; there is no history of diuretic therapy. 
Metabolic alkalosis may be compounded by 
the hypokalemia occuring in the above 
disorders but also may be secondary to a 
primary loss of potassium. Of the disorders of 
the kidney which do this, hyperaldosteronism 
was ruled out, and is unusual without 
hypertension. Excess secretion of other 
adrenal steroids having mineralocorticoid 
effect (cortisone, cortisol , 
desoxycorticosterone) was unlikely in the 
absence of Cushing 's Syndrome or virilization. 
Other causes of adrenal potassium loss 
include excessive licorice ingestion 
(containing glycyrretic acid wh ich has a 
mineralocorticoid-like effect). 
(2) The famil ial potassium losing disorder 
described by Liddle in wh ich aldosterone 
secretion is low and some patients are 
normotensive, and a variety of renal tubular 
disorders. The patient evidently had not 
consumed licorice recently. The " pseudo-
aldosteronism" was possible but unlikely 
because of its rarity. The renal tubular 
disorders (renal tubular acidosis, Fanconi 
Syndrome) produce typically a metabolic 
acidosis. 
The relat ionship of hyperuricemia to the 
hypokalemia and nephropathy is speculative. 
The elevated levels appeared to decrease with 
potassium repletion and were probably related 
both to glomerular insufficiency and defective 
tubular secretion. Renal glycosuria was also 
evident. It is most likely that any tubular 
defects were related to the hypokalemic 
nephropathy. 
With these considerations and the eventual 
testimony of the patient, the picture can be 
best explained on the basis of psych iatric 
illness manifested as anorexia nervosa with 
self induced vomiting. 
Illness Clusters A Case Presentation 
R. D. McClure '68 
Gary J. Maier '68 
The predisposing effects of exposure, 
overactivity, extreme fatigue and other kinds 
of physiological disturbances facilitate the 
occurrence of disease. The mental state of 
the host is also one of the determinants of the 
occurrence of illness. Both these facts have 
long been accepted medical knowledge. 
However, investigators represented by Hinkle 
and his colleagues have recently expanded the 
proportion of illness episodes significantly 
determined by the mental state of the host. 
More specifically it is argued that a man's 
susceptibility to illness during adult life is to 
a large degree influenced by his relation to 
the society in which he lives and the people 
in it. It has been demonstrated that in the 
course of adaptive reactions it is possible that 
the central nervous system can by way of 
nervous pathways or internal secretions, or 
indirectly through change in the overall 
activity of the individual regulate any bodily 
function. This conception carries with it the 
implication that any disease process may be 
affected by the central nervous system. It 
would appear then that all categories of 
illness theoretically are to some degree 
affected by the way men perceive their life 
situations which is, in effect, an act of the 
central nervous system. 
In considering the illness patterns of adult 
men and women over many years it becomes 
apparent that each person has a rather 
consistent mean rate of illness episodes 
around which his annual rate fluctuates. 
Moreover peak periods usually of several 
years duration occur from time to time during 
which the episode rate may be much higher. 
Such peak periods of illness episodes are 
called " clusters". When Hinkle arbitrarily 
defines a " cluster year" as a year during 
which the episode rate for disabling disease 
is 1.75 or more times as great as the mean 
rate for the individual (over the entire 
observation period-usually twenty years) he 
finds that in those people who show the 
phenomenon of " clustering ", about one-eighth 
of the years are " cluster years" and that about 
one-third of each person's illnesses occur 
during such years. However, cluster years 
often follow in succession during any given 
period in the person's life, occurring at no 
fixed time of life and having no fixed duration. 
Although a recurring single syndrome or a 
major illness and its sequelae occur and do 
account for a significant proportion of the 
clustering phenomenon, the usual cluster is 
composed of several different and unrelated 
syndromes of varying degrees of severity 
which often arise from several etiological 
sources that have no apparent relation to each 
other. While it is evident that some clusters 
of illness are the result of phenomena well 
known to influence human susceptibility to 
illness such as a change in activity, diet, 
exposure to infection, trauma, toxic materials 
or other physical aspects of the environment, 
the great majority occur when a person 
perceives his life situation to be unsatisfying, 
threatening or overdemanding and productive 
of conflict. Some of these situations which act 
as initiating stimuli for a cluster are as folows: 
1) those that arise out of disturbed 
relations with family members and 
important associates, e.g. illness or 
death in the family, marital conflict, 
divorce; 
2) threats to security and status, e.g. lack 
of advancement at work, or loss of 
employment. 
3) restrictions and limitations which make 
it impossible to satisfy important needs 
and drives, e.g. forced retirement and 
failure to graduate. 
The significant issue is that it is the person's 
subjective view of his life situation which 
bears on his illness proneness. While we tend 
to react to our physical environment directly 
and obviously, we interact with our social and 
interpersonal environment in a more subtle 
manner. This less obvious reaction may, 
incidently, create difficulties for the outside 
observer who may attempt to evaluate the full 
effect of any given stimulus. 
CASE REPORT OF MRS. X.: 
As part of our fourth year case history 
report in Preventive Medicine we submitted 
the following case history having interviewed 
Mrs. X in her home. • 
Mrs. X was a ward of the Ch ildren's Aid 
Society until she was sixteen. There she 
• Several aspects of the history not bearing 
directly on this thesis have been deliberately 
altered to render the patient anonymous. 
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received formal education to Grade 8 and then 
spent some time in a training school. She 
came to the city when she was 18 and spent 
the next four years working , whereupon she 
married. For the next 15 years she worked as 
a housewife raising three children, a girl and 
two boys, now aged 22, 20 and 13 respectively. 
It was not until 1962 that she became 
employed at a general hospital as a ward 
clerk. During this time she also joined the 
Militia. 
Until 1956 she enjoyed relatively good 
health except for the birth of her three 
children who all were born by Cesarian 
Section. A GP administered to the needs of 
the family until 1954 when the younger son 
was born and the family incurred a $1 ,000 
medical debt which they were unable to pay. 
Due to the lack of social agencies like OMSIP 
and OHSC at that time, she was forced to go 
to OPD when she suffered an attack of 
appendicitis which led to an appendectomy. 
Thus began her six year history at the OPD at 
the hospital from 1956-1962. (See Table 1.) 
From 1962-67 she again enjoyed good health 
except for two understandable accidents. 
It is our belief that her mental , physical and 
social health was greatly aided during this 
period by first, her employment at a general 
hospital which increased the family income 
and second, by her participation in the Militia 
which broadened her interests and experience 
and gave variety to an otherwise drab 
domestic life. In August of this year she was 
afflicted with a middle ear infection. Since she 
has been off work since 1966 we wonder if her 
lack of stimulus might be leading to a renewed 
period of ill health. 
Mr. X who has " bronchitic asthma" has 
been forced to work in a fresh environment 
and for the last fifteen years has been 
employed as a cab driver. His yearly income 
has never been substantial but last year he 
grossed $4,000.00, which is the most he has 
earned in one year. Due to the nature of his 
job he earns more money in the winter months 
and they manage to save enough to carry 
them through most of the summer. However, 
th elate summer and fall months are difficult 
for the family because resources are at their 
lowest. In fact , Mrs. X commented that "the 
winter months are best for us". We feel there 
is a possible periodicity to Mrs. X's medical 
problems stemming from the above cycling 
finances. (See Graph II.) Only in 1961 and 
1962 was she afflicted in January, February 
GRAPH I 
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RELATION BETWEEN LIFE SITUATIONS 
AND CLUSTERS OF ILLNESS 
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TABLE I 
HISTORY OF ILLNESS IN CHRONOLOGICAL ORDER 
1. 1945 Girl born by Cesarean Section 
2. 1947 Boy born by Cesarian Section 
3. 1954 Boy born by Cesarian Section 
4. 1954 Tubal ligation 
5. 1956 Appendectomy 
6. 1957 July Transverse fracture of 2nd Lumbar Left transverse process 
7. 1957 July Complaints : 
(1) abdominal pain , nausea 
(2) stinging breasts 
(3) frequency (urinary) 
(4) frequent headaches 
(5) sore left ear 
(6) crampy pain in right leg 
8. 1957 Oct. Glasses prescribed 
9 . 1958 Sept. Sprained ankle 
10. 1958 Sept. Caught left hand in car door, got a subungual hematoma of thumb 
11 . 1958 Nov. 8 Complained of left hip, back, abdominal pain-Prov. Diagnosis 
(1) pregnancy 
(2) fibroids 
12. 1958 Nov. 13 Right buttock pain 
13. 1958 Nov. 21 Right hip, thigh , knee cap pain 
14. 1959 Right index finger in car door with slight fracture 
15. 1960 June Bloody vaginal discharge 
16. 1960 June Umbilical hernia pain 
17. 1960 Sept. Edema of glottis and cords 
18. 1960 Sept. Fibroma excised above left breast 
19. 1961 Jan. Dermatology (1) frequent cold sores 
(2) eczematous rash 
(3) herpes simplex (March) 
20. 1961 Feb. Mayo overlap hern ia repair 
21 . 1961 Sept. Diagnosis of dysfunctional uterine bleeding Treatment-
(1) D&C 
(2) Posterior Colpotomy 
22. 1962 Feb. Fell on ice. Diagnos is of idiopathic thrombosis of right brachial vein 
23. 1962 March Coccydnia 
24. 1962 March First degree burns to back from stove 
25. 1962 Nov. Right ear tenderness 
26. 196? Trauma to right shoulder encountered at shooting practice• 
27. 1966 Trauma to right hand when a bus door closed on it• 
28. 1967 Aug. Left ear myringotomy 
• These occurred during her working period at a general hospital from 1962-66 
or March. However, in 1961 she had recurring 
Herpes infections and had an umbilical repair 
which was booked in June, 1960, which was 
just an arbitrary t ime for operation. 
and is presently unemployed. Frank has 
exhausted his unemployment insurance and 
has not taken advantage of Canada Manpower 
Centre 's Special Placement Division where he 
could further his education and train ing. 
Consequently, he is a worry to his mother who 
does not like to see her son " go without". 
The family unit seems bound together by 
their mutual financ ial struggle. The daughter 
is married and seems relatively independent 
of the parents. The parents, however, have a 
typical defensive attitude towards their older 
son, Frank, who is 20, has Grade 8 education 
During our interview with Mrs. X we decided 
that she was not fully aware of the number of 
her medical problems over the 1957-62 period. 
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GRAPH II 
OUTPATIENT DEPARTMENT VISITS 1957-1967 
1968 
-
- • 1966 -
-
1964 
-
-
1962 
- ell • - I 1960 -
•• ~ 1958 ~ 
••• ~ • 1956 f-
I I I I I I I I I I I I 
J F M A M J J A s 0 N D 
Graph illustrates the following points: 
1) Months of each year 1957-67 when patient was seen in O.P.D. 
2) The periodicity which occurs related to financial status 
3) In February 1961, the patient underwent an elective hernia repair. The time of year 
was a function of available hospital beds and not an indication of stress 
Furthermore, the financial burden of her 1954 
Cesarian Section permeates her medical 
thinking so she has given up her family doctor 
and turned to an impersonal Out-Patient 
Department whose service is free. Whereas 
her family doctor might have co-ordinated her 
many problems, there was a great lack of 
continuity in the Out-Patient Department as 
far as constancy of personnel. 
The following are the points which make this 
case history a classical example of an illness 
cluster: 
1. An increased rate of illness episodes 
occurred from 1956-1962. (See Graph 1.) 
Major disabling illnesses occurred in 
1956, 1957, 1961 , 1962, constituting true 
cluster years. The period 1956-62 is a 
typical cluster period. 
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2. The $1 ,000.00 debt incurred in 1954 
caused her to view her life situation as 
overpowering when in 1954-56 on court 
order the family was required to pay back 
their debt to the best of their means. 
3. Like a typical cluster this one is 
composed of different and unrelated 
syndromes of varying severity. 
4. There was an obvious lack of 
predisposing factors of illness such as 
change in activity, diet, exposure to 
infection, etc., to explain her illnesses. 
5. Once Mrs. X's life became more satisfying 
and fulfilling, i.e. in the fall of 1961 when 
she became employed and in 1961 when 
she joined the militia, the clustering 
phenomena disappeared and she enjoyed 
normal health for the next four year 
period. However, in the fall of 1966 when 
she accidently hurt her hand she had to 
discontinue work and at the same time 
she discontinued her part ic ipation in the 
Milit ia taking away the two outside 
activities which were making life 
meaningful to her. This was followed by 
her re-apperance at the Out Patient 
Department in August, 1967. Is it possible 
that she is now viewing her life situation 
as non-rewarding and entering another 
cluster period? 
6. Finally, on analyzing the months she was 
seen in the Out Patient Department 
during 1957-62, a definite periodicity was 
evident. (See Graph II). Since the late 
summer and early fall were the most 
difficult times for the .family financially it 
seems obvious that Mrs. X. found life less 
satisfying and more threatening during 
these months. These are the months when 
she was seen in the Out Patient 
Department. Naturally, a correlation does 
not prove causation, and one case does 
not indicate a general correlation. The 
presentation is intended as an illustrat ion, 
not as evidence which has been 
accumulated elsewhere.' 
CONCLUSION 
Although there is no proven causal 
connect ion between bodily illness and 
disturbances of mood, thought and behaviour 
Odd Odes 
A RUPTURE BY ANY OTHER NAME 
Though I've not one myself-still, 
a hern ia hurts me. 
The name is, you see, what 
annoys and diverts me. 
For when it 's a man who's afflicted, the th ing 
Has, I'm sorry to say, a too-feminine ring. 
It should , in that case, be a hisnia, sure ly, 
A hernia should be a woman 's kind purely. 
Then, though the protrusion be none 
the less tender, 
At least it would help if it had the right gender. 
So, doctors who deal with unfortunate males 
(At the thought of their plight, 
one instinctively pales) 
Whose abdominal viscera cause 
them some barassment, 
Say hisnia henceforth, and 
save them embarrassment. 
Postgraduate Medicine 
both have been observed consistently to occur 
together and both are a part of the response 
of man to his environment at any given t ime. 
Hinkle reports that at least one-third of all 
episodes of disease regardless of their nature 
or location , their cause or severity are 
influenced by the reaction of man to his life 
situation. It would seem important then that an 
increasing proportion of our therapeutic effort 
should be directed at the patient's relation to 
his environment. In Hinkle's words, " in 
deal ing with human relationsh ips, human 
attitudes and human behaviour and the 
ineffectiveness of our present methods of 
dealing with these, it is (also) very probable 
that these efforts will be diffictult, time 
consuming and not, at first , highly rewarding."' 
Nevertheless, increasing effort must be made 
to combine the specialist and family 
practitioner with the social worker and 
psychologist in an effort to aid soma and 
psyche in the given environment. 
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ABOUT THE SIZE OF IT 
" Women with small breasts as a rule are more 
intell igent than the bosomy kind, and vice 
versa, according to a professor of c linical 
medicine at Baylor University CoJiege of 
Medicine" .-News item. 
This rule of thumb, or rule of breast, 
Is true, no doubt, and not a jest, 
And if it's true it poses questions 
And sparks all sorts of rare suggestions. 
For instance, if one breast, or two, 
Is shrunk, will there be more 1.0 .? 
Conversely, if the brain 's reduced 
will breasts expand, at once be loosed? 
Large brains, small breasts; 
large breasts, small brains--
The situation truly pains. 
At least I say, with shaky voice, 
Men choosing wives now have a choice. 
Postgraduate Medicine 
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Painting and Psychiatry 
Roger Hoag '71 
During the school year, Alpha Kappa Kappa 
have a regular weekly meeting to which they 
invite members of the faculty or other experts 
to address the fraternity on a formal or 
informal basis. The following article has been 
written to describe one such meeting when, 
Dr. W. E. Keil , Associate Professor of 
Psych iatry, presented a unique case history 
along with a series of paintings made by the 
patient. It may be appreciated that the verbal 
descript ion of paintings is very difficult but it 
was felt that the following few words would 
demonstrate the unusual characteristcs of this 
case. 
Dr. Keil saw the patient, an eighteen year 
old female, after she had violently attacked 
another woman. At this time, she was a 
member of the R.C.A.F. She was from a 
backwood 's family of five children of which 
she was the only one with better than a grade 
eight education. Her parents were illiterate, 
and there was some question of her 
legitimacy. During childhood, she had isolated 
herself from any strong human relationsh ips 
including any with her family. (This degree of 
isolation was well illustrated in her six month 
stay, including Christmas, in the hospital, 
during which time she received no mail of any 
kind). At the age of six, she would sleep in 
the woods or in the barn with the animals. 
Because of a desire to continue her schooling, 
she moved to a local town where she was 
able to attend high school. Although she had 
been totally isolated from any art form, she 
was able to earn money by selling her own 
paintings. She did however, remain withdrawn 
and never dated, occupying her spare time 
painting. It should be noted that the patient 
was not physically unacceptable, in fact quite 
the contrary. She had long brown hair, was of 
medium height and had a beautiful figu re. On 
completion of Grade X, she joined the 
R.C.A.F. Her sexual unconsciousness and 
naivety prevented her from becoming part of 
the group, and the other women, because of 
jealousy and misunderstanding, rejected her. 
As a result, she became increasingly 
depressed and paranoid. The physical 
culmination of this condition was the fight she 
had, which resulted in her being referred to 
Dr. Keil. 
Communication with the patient was very 
difficult, in that she lacked the ability of 
verbal communication. She was unable to 
recognize or articulate her emotions. When 
asked if she wished anything, the patient 
requested a set of oil paints. That evening, in 
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less than one hour, she painted a beautiful 
idylic country scene. The style was rigid and 
lacked personal involvement and emotion. It 
was in this painting however, that Dr. Keil saw 
the key to understanding and, subsequently, 
treating his patient. 
An attempt will now be made to describe 
a series of paintings done over a three year 
period. If ever the cliche, " a picture is worth 
a thousand words" was true, this is indeed 
the case here, and therefore I can only allude 
to the meaning of the pictures. The subtleties 
of tone and colour in the series must be seen, 
to be fully appreciated and understood. 
After seeing the first painting, Dr. Keil asked 
the patient to paint a picture based on the 
word " loneliness". The resulting painting was 
of a very sad little girl clutching a doll to her 
breast. The colours were sombre and the 
background was indistinct. On completing this 
picture, the patient had become very upset 
and tried to destroy it. Dr. Keil and the 
patient discussed the picture in a third person 
manner, as " they" tried to discover why the 
little girl was so sad. 
This form of therapy seemed to be effective 
and the patient was then asked to paint a 
picture based on the word " mother". A 
Madonna-l ike figure holding a baby at her 
bosom was produced. The baby's features 
were indistinct and it had a deathly pallor. At 
this time, the patient was suicidal and in fact , 
the baby represented her. 
Subseqeuntly, the patient refused to paint 
anymore topics in which she became 
personally involved. It seemed that she was 
beginning to consciously recognize her 
emotions. The paintings that followed were 
impersonal and lacking in character revelation. 
There was one which showed a pair of deer 
deep in the woods-the only place where she 
had known security and happiness. 
Then suddenly several months later, during 
a period of depression, she painted a young 
nude woman clutching a brilliant white pillow. 
The nude's face was dark and her eyes were 
closed. The pillow represented the psychiatrist 
and the subjects growing dependence upon 
him. In all paintings after this, there was a 
nude holding on to a tree, and her face was 
hidden. The darkened and hidden face 
reflected the girl 's despair in dealing with 
sexual emotion. She seemed to associate 
shame and sin with sex. Progress was being 
made, in that the subject in the paintings had 
now progressed from a little girl to a baby 
and then a woman. 
In another period of profound depression, 
she painted a pair of translucent ghost-like 
hands rising from a turbulent reddish 
background. This picture like many others, 
would be of little interpretive value alone, but 
when viewed as part of an entire series, 
helped to give a comprehensive concept of 
the patient's personality and moods. In another 
picture there was a mist enshrouded scene in 
which a single green plant shoot was 
detectable. As later shown in the patient's 
sketch book, this was in reality, a sensual 
sexual painting. 
After one year, the patient was living 
outside of the hospital , and was now able to 
talk more informally and freely. Painting was 
still a key to emotional expression.as shown in 
a painting of a log with three single roots and 
one double root. At the time of this painting, 
the patient was concerned about her family. 
Each root represented one of her brothers or 
sisters with the double root signifying her and 
her twin brother. 
During her second year as an out-patient, 
the girl continued to mature and become 
aware of her emotions. She consciously used 
her paintings to say what she felt. She was 
now employed and had a boyfriend. The 
psychiatrist was diminishing in importance 
and no longer dominated the paintings. A 
very interesting painting of this period was 
one in which she depicted in chronological 
sequence every major event of her life. It was 
in fact , a diary of pictures. 
One of the last pictures done while under 
Dr. Keil's care, a period totalling about four 
years, was that of a beautiful nude sitting by 
an open fire. This painting unlike the others, 
was filled with sensitivity and emotional depth. 
One could not help but conclude that the 
artist must now have had an unusually 
perceptive grasp of her emotions. 
Thus, the young girl made a complete 
recovery and is now leading a successful life. 
Neither her illness nor eventual cure were in 
themselves unusual, but the graphic account 
of her progress while under treatment is 
unique. To an outsider the psychiatrist's role is 
often mystically obscure and no number of 
laboratory tests can show the degree of 
progress being made. However, in this case 
history, a well documented series of "lab 
tests" do exist, providing a glimpse of the 
progress and effectiveness of psychiatric 
treatment. 
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Letters to the Editor 
RE : HEALTH CARE SYSTEMS 
May I take some of your time to reflect on 
Medicine in the world today and the posit ion 
of the General Practitioner in the Health Care 
System. 
Firstly, let me commend you on you r " new" 
UWO Medical Journal which is both an 
improvement in looks and format over its 
predecessor. I look forward to receiving my 
copy regu larly and enjoy the Student efforts 
and outlook in its pages. 
These same students are obviously thi nkers 
and would do well to reflect on the posi t ion 
of the medical graduate in the Health Care 
system of the future. Much thought and study 
has been done and several conferences have 
been held on th is subject in many countries on 
both sides of the "i ron-curtain." 
" The World is getting smaller" and the 
people are on the move and when people 
become ill their fi rst thought is to contact a 
capable, up-to-date (e.g. Member of the 
College of General Practice) Family Physic ian, 
General Practit ioner, First Contact Doctor 
(call h im or her what you will) for help and 
advice. However, the supply of First Contact 
Physic ians is d imin ish ing and not keeping 
pace with the need. 
My impression is that the majority of 
General Practitioners incomes are comparable 
to the majori ty of Spec ial ists incomes and 
likewise the conditions of pract ice and time 
off is comparable, especially in group or 
associated practices. 
Therefore, I would strongly urge todays 
Medical Students to study the aims and 
objects of the College of General Practice 
(contact Dr. Andy Hunter, St. Joseph 's 
Hospital , London, for a copy) and seriously 
consider an enjoyable career in the Health 
Care System as a Family Physic ian. 
* 
J. I. Leeson, M.D., 
Wiarton, Ontario 
THE COMATOSE PATIENT 
The abi lity of physic ians to maintain li fe for 
very long periods in the unconsc ious patient 
raises the question as to how long such skills 
should be employed. As physicians we are 
eager to promote the recovery of everyone 
who can do so. In order to deprive no one of 
his chances on this score it is relevant to 
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know the longest periods of coma wh ich have 
been followed by useful survival. 
A committee of the Massachusetts General 
Hospita l is studying our own records and the 
world literatu re to determine pert inent features 
in all patients who, despite coma for over 5 
weeks, have made a useful recovery. We 
th ink it is vita l not to overlook any well 
documented patient in th is category. We 
shou ld be gratefu l if any reader of th is journal 
would draw our attention to any case 
publ ished under a t itle wh ich is not indicative 
of survival after prolonged coma. We are also 
eager to receive accounts of such cases as 
yet unreported. A publication incorporating 
our own and others' data is planned. 
William H. Sweet, M.D., D.Sc. 
Ch ief, Neu rosurg ical Service, 
Chairman, Committee on Management of the 
Unconscious Patient, 
Massachusetts General Hospital , 
Boston, Massachusetts 02114, U.S.A. 
* 
NOT HIS, NOT MINE, BUT ALL OUR LIVES 
I have read Mr. James Laing 's art ic le 
entitled 'My Life or Yours ' on P.37 of U.W.O. 
Journal of December 1967. with ever-rising 
incredu lity. The artic le is so naive, illogical 
and poorly conceived that my heart beats in 
sympathy with the unsuspecting Canadian 
public who go on their way qu ite unaware of 
the Massive-Morph ia-Maniac who is about to 
be let loose on them. 
But to return to the meat of the matter. I 
quote Mr. Laing " Objections raised from 
rel igious quarters are centred around the 
Commandment 'Thou shalt not ki ll '. Th is is, in 
fact, a poor defence, because the Church has 
justified war and capital punishment". The 
almost incredible assumption seems there to 
be, because the Church, in the person of its 
hierarchy condone murders, the Sixth 
Commandment is not relevant to us and is " a 
poor defence". I need say little more than 
that equating the Ten Commandments with the 
activities of the c lergy is a fruitless pastime 
and one that would make Teilhard de Chardin 
and all self-respecting phi losophers quake in 
their boots. 
The essentials for Euthanasia you say would 
be " A clear diagnosis of the hopelessness of 
the case with confirmation by another 
physician". 
Mr. Laing-when is a case hopeless? 
Many cases, for instance, of authentic 
spontaneous tumour regression are on record. 
Smithers' has collected 112 authentic cases of 
tumour regression and includes mention of a 
case of female, 46, with inoperable carcinoma 
of breast ulcerating the skin, with multiple 
nodules on chest wall and hard nodes in both 
axillae and supra-clavicular fossae. She also 
had multiple bony metastes, dysphag ia and 
Incontinence of urine. She was put in a ward 
for ch ron ic patients and "had marked wasting 
and pallou r, lay prone, was unable to walk 
and her movement was limited by pain". A 
candidate for you, Mr. Laing. You may be 
interested to learn that she went home with 
apparently complete regression of tumour 
after no treatment later in the year. 
Similarly Everson and Cole have recorded 
130 cases •-• of genuine spontaneous tumour 
regression, often in cases where patients have 
appeared to be terminal with large masses 
and secondary deposits. Many were 
incontinent and in pain, both of which appear 
to be Mr. Laing 's criteria for euthanasia. Most 
students will have seen at least one case by 
the time they quali fy of one of these patients, 
as they are regularly presented in Clinical 
meetings or displayed with pride by the 
Physician or Surgeon in Out-Patients. 
Mr. Laing argues (P.38) that " the doctor is 
as responsible for the death of a patient if he 
uses narcotic treatment as he would have 
been if he had given a fatal dose initially" and 
goes on to amplify this. This is just not so-
the doctor has an obl igation to rid the patient 
of pain, and for th is reason , narcotics are 
given. A leading artic le in the Lancet' argues 
that the doctor need have no qualms about the 
possible life-shortening effect of any pain 
rel ieving remedy. Rather, it goes on to say that 
more care should be g iven to positive efforts 
to make the life of the patient who is dying 
more comfortable. 
This brings us to another of Mr. Laing 's 
statements. He says that it is better that a 
person dies with his personal integrity and 
pride than to be put through a demoralising 
progressive disintegration. The point is a valid 
one, but it is totally unnecessary in 99% of 
terminal cancer patients about whom Mr. 
Laing is presumably talk ing for their death to 
be a demoralising progressive disintegration. 
Dr. Cicely Saunders, consu ltant physician 
to St. Mary's Hospital, London, and St. 
Christopher's Hospice (a hospital for terminal 
patients) and a trained nurse argues this point 
strongly.' and points out hundreds of ways in 
which terminal illnesses can be made not only 
bearable, but pleasant for the patients, and 
even those in the most terminal state can be 
made to forget their worries and really make 
a positive effort at a constructive life. For 
instance, at St. Christopher's, wh ich she 
helped design, all the wards have log fires as 
the feeling of warmth that a log fire engenders 
has a d istinct effect on the mental attitude of 
the dying patients. A small point, perhaps, but 
an example of many that can be made. She 
points ou that we must see patients as the 
essential persons that they are and as part of 
an Infinitely important situation of wh ich we 
too have to take cognisance. Euthanasia per 
se is a d irect negation of the fact that the 
dying are persons and have all the diversions 
and concepts of a normal human being. 
She goes on to say that the very limitat ions 
of time for a dying person make this period of 
impending death one of the closest times of 
communication between a family in a li fetime. 
As far as narcotic drugs are concerned, 
Sargant• points out that it is essential to 
appreciate which drugs are most suitable for 
wh ich patient and a knowledge and 
comprehension of these are essential. He says 
that " There are no short cuts or cheap 
universal remedies in the skilled treatment of 
the spirit of man". Again another art negated 
by euthanasia. 
I have attempted to enumerate some of the 
points that are relevant to the peace of the 
dying and obviously many more can be made. 
For those who are interested, Dr. Saunders's 
art ic le in the Nursing Times should be 
perused. It is probably the most constructive 
paper of it 's time and is a must for those like 
Mr. Laing who are such ardent proposers of 
euthanasia. 
Whether or not euthanasia is justified for 
ch ildren at birth with severe deformities is 
another complex topic and has been 
discussed at some length in our Hospital 
Journal. '0 More of a case can be made out in 
this instance for occasional euthanasia, 
although the usual practical problem of who is 
going to kill the baby rears its ugly head. 
Personally, I feel that in certain instances 
the arguments for euthanasia• can be very 
strong, and in philosophical discussion points 
can be made on both sides. There is no black 
or white in this topic. 
But Mr. Laing by his illog ical and off-handed 
d ismissal of the arguments against euthanasia 
can only strengthen the feel ing that medical 
men all over the world shou ld give a lot more 
analytical thought to this difficu lt problem 
before pontificating to their fellows. 
• e.g. for the cabbages-patients with severe 
cerebral damage. 
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REPLY FROM JAMES LAING '69 
I am writing this letter in response to the 
letter? article? written by Mr. F. Robin 
Vicary appearing in this issue of the U.W.O. 
Medical JournaL Trying to avoid a 
sensationalistic approach to this topic, I 
would like to point out a misgiving I have 
about Mr. Vicary's letter. 
From my training in reading , I have been 
taught that it is extremely important to read 
what is written in an article. It is unfortunate 
that Mr. Vicary has been unable to do th is. 
Mr. Vicary presents a long discussion 
discrediting my approach to Euthanasia 
without understanding what I said. 
Mr. Vicary was able to quote my second 
essential for euthanasia as being :-
(2) 'A clear diagnosis of the hopelessness 
of the case with confirmation by 
another physician ;' 
It is unfortunate that he did not include the 
first essential : 
(1) 'An expressed desire of the patient for 
euthanasia with safeguards that this 
desire does not change with time ;' 
It was this very essential , that the paper I 
wrote was based upon. My examination of the 
subject, had only to do with those people who 
requested that their lives be ended. The moral 
question of involuntary euthanasia that Mr. 
Vicary suggests is " more of a case". The 
case for killing children at birth with severe 
deformities is a greater threat to human rights 
than voluntary euthanasia which gives a 
human being rights over his own life. 
I hope Mr. Vicary will give a little more 
thought to his next 'logical ' work. 
James Laing '69 
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To the Backroom Boys 
A PATHOLOGIST'S LAMENT 
Illegible forms, in a horrible state, 
Unsigned, no history, name, ward, or date, 
" What do you want me to test for? " I cry, 
" Fill them in properly, else I shall die." 
Blood comes in tubes labelled red , white, or 
blue, 
Look at the samples and see they won 't do. 
" Haemolysed, late, insufficient," I cry, 
"Send a good specimen, else I shall die." 
Testing the urines by day, and by night, 
Drop in reagent and see it 's all right. 
" Negative, normal , there's nothing," I cry. 
" I must have a positive, else I shall die." 
" Please see this man, he's de-endocrine-ated, 
Too much potassium or dehydrated." 
" You can't add up ounces and ccs," I cry, 
" Use milliequivalents, else I shall die." 
Just one of four students turns up for the 
class, 
One's pregnant, one's shopping, one sleeps on 
the grass. 
" Ignorant, lazy, discourteous," I cry, 
" One keen apprentice, please, else I shall 
die." 
Lancet 2:744, 1966 
* 
THE PATHOLOGIST 
Pity the poor pathologist 
Who lurks inside a lab, 
Emerging thence at intervals 
Like somet strange hermit crab! 
He is a shy retiring sou l, 
Eccentric in his habits. 
His chief associates and friends 
Are guinea-pigs and rabbits. 
His daily round, his common task, 
Is growing germs on seaweed, 
Or wandering round the wards to ask, 
If number nine has w-<1. 
You might suspect as you collect 
That early morning specimen 
That all pathologists must be 
Particularly messy men. 
But though their habits may appear 
To verge on the obscene, 
In private life patholog ists 
Are often fairly clean. 
St. Bartholomews Hospital Journal 
Summer Research 
Martin Throne '69 
Bone Metastases from Carcinoma of the Cervix 
Ann Dickson Thomas '68 
Bone metastases from cancer of the cervix 
are considered uncommon. Coley (1949) 
classifies this neoplasm as an ossophobic 
carcinoma, saying that it is seldom associated 
with metastases to bone. Drescher (1948) 
reviewed 2,132 cases of carinoma of the cervix 
finding 31 cases of bone metastases, an 
incidence of 1.2% . Clain (1965) in reviewing 
all cases of secondary malignancy of bone in 
Dudley Road Hospital, Birmingham, found 45 
cases with bone metastases out of 1,311 
patients for incidence of 3.4%. Pack and 
Ariel (1954) cite only two cases of cervical 
bone metastases in 179 cases reviewed giving 
an incidence of 1.0% . However, Rubin and 
Prabhasawat (1961) suggest that these 
metastases are more common than formerly 
suspected. Pearson (1936) in studying the 
causes of death in 57 cases of cervical 
carcinoma found 7.0% with bone involvement. 
In order to study the incidence in this clinic, 
all proven cases of carcinoma of the cervix 
seen in the Cancer Clinic of the Ottawa Civic 
Hospital in the years 1946-1966 inclusive were 
reviewed to evaluate the number and character 
of those patients who developed bone 
metastases. 
PRESENTATION OF CASES 
There were 844 patients with proven 
carcinoma of the cervix seen at the Cancer 
Clinic of th Ottawa Civic Hospital in the 
period under discussion. Of these, 40 were 
considered to have metastases to bone; 
however for the purpose of this study four of 
these were rejected: one having a second 
primary of breast, the second and third having 
had one x-ray report suggesting Paget 's 
disease of bone, and a fourth being alive and 
well eight years after diagnosis of the lesion 
with no radiographic change in the lesion at 
that time. The 36 patients remaining ranged 
in age from 27 to 76 years with a mean age 
of 48.0 years. One patient is still alive although 
she is very ill with an active pelvic mass and 
multiple bone lesions. Five patients have a 
family history of cancer: one gynecelogical 
neoplasm, one carc inoma of the bladder, and 
three carcinoma of the breast. Four patients 
had co-existing medical illnesses-one 
cardiac patient, one hypertensive patient, one 
asthmatic, and one psychiatric patient. One 
patient had had previous pelvic inflammatory 
disease. One member of the series was 
unmarried. 
At the time of the first clinical visit there 
were 10 Stage I disease, five Stage II disease, 
13 Stage Ill disease, and nine Stage IV 
disease. A more comprehensive view of the 
staging may be seen in Table I. 
TABLE I 
Number Total 
Number 
Seen 
With Percentage 
Metastases 
Stage 0 37 0 0 
Stage I 320 10 3.1 
Stage II 262 5 1.9 
Stage Ill 152 13 8.5 
Stage IV 73 8 11.0 
844 36 4.29 
DEFINITIONS 
Before discussing these cases it is 
necessary to define what was regarded as a 
bone metastasis. A bone metastasis was 
considered by any lesion of bone: 
(a) proven to be due to carcinomatous 
infiltration at biobsy or autopsy. 
(b) demonstable by radiological 
appearance as being due to carcinomatous 
infiltration in a patient known to have, or to 
have had previously, carcinoma of the cervix 
and no other primary neoplasm, if associated 
with symptoms, and if the patient died soon 
after due to her disease. 
(c) Persistent pain in the absence of 
radiological verification was not considered 
unless it was proven by biopsy or autopsy 
subsequently. 
Rubin and Prabhasawat (1 961) discuss the 
possibility of osteoporosis and radiation-
induced osteonecrosis as being part of the 
differential diagnosis of bone metastases. 
There were no cases in this series which were 
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Pathological o.o.s. 
No. Stage Age Cell Diagnosis -T. O.O.S.-B.S. B.S.-X.R 
1. IV 62 squamous 4 no symptoms at diagno 
2. Ill 55 squamous 12 16 ? 
3. Ill 75 squamous 1 no symptoms at diagno 
4. IV 55 squamous 24 20 ? 
5. Ill 33 squamous 48 56 8 
6. I 47 anaplastic 12 37 12 
7. 34 squamous 1 23 ? 
8. I 31 squamous 3 12 9 
9. IV 82 squamous 11 11 10 
10. IV 50 squamous 3 11 3 
11. 39 squamous 4 8 3 
12. 43 squamous 12 28 0 
13. IV 49 squamous 24 24 ? 
14. Ill 52 anaplastic 4 2 
15. II 30 squamous 36 60 2 
16. I 42 transitional 5 41 ? 
17. Ill 76 adenocarcinoma 24 ? 6 
18. II 43 anaplastic 4 9 6 
19. 40 squamous 8 6 2 
20. IV 62 adenocarcinoma 20 1 
21 . 40 squamous 24 11 
22. Ill 47 squamous 9 24 
23. II 48 squamous 5 13 1 
24. Ill 27 squamous 12 12 3 
25. Ill 45 squamous 3 9 1 
26. IV 65 squamous 15 27 3 
27. Ill 56 squamous ? ? 
28. Ill 43 transitional 24 33 9 
29. IV 46 squamous 7 2 
30. II 53 squamous 13 41 8 
31 . 39 anaplastic 3 32 3 
32. Ill 39 squamous 6 13 6 
33. 50 adenocarcinoma 26 
34. II 33 squamous 3 18 12 
35. Ill 43 squamous 3 22 2 
36. Ill 42 squamous ? ? ? 
considered to be due to either of the The length of time between the ons 
aforementioned causes. As further proof of symptoms of the primary disease unti 
these lesions being metastatic, fourteen of time of their coming to the clinic fort 
these patients received radiation therapy at time for treatment varied from one me 
the site of the bone metastasis. In all cases four years, with an average time of 3. 
there was some to considerable relief of the In all cases this presenting symptom 
symptom referable to the bone lesion, usually referable to the primary neoplasm an 
pain. the secondary deposit. 
DETAILED ANALYSIS OF SERIES OF At the time of the initial biopsy, the 
BONE METASTASES pathological cell diagnosis showed lt1 
The 36 patients in the series will now be forms of cervical carcinoma. These n 
considered in more detail. may be seen in Table 2 (page 148). 
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Character of VO- De at 
)Cation of Bone Lesions Bone Lesions Other Metastases B.S.-D. BMD State 
left ilium, ischium OL&OB 8 8 De 
head of rt. femur ? 2 2 De 
ilium OL 6 6 Ds 
L3, ischium, pubis OL liver, lung 4 4 De 
T12 OL 12 4 De 
OL liver, skin 12 Ds 
pubis, isch ium, femur OL 4 4 De 
L4, L5 OL 16 4 De 
ilium OL 2 2 De 
pubis, ischium OL liver 9 De 
mur, humerus, L2, carpal OL 3 1 De 
L5, 51 OL 8 8 De 
L1 , L2, L3 OL 3 3 De 
ischium OL 5 5 De 
L4, ilium OL 3 De 
L3, ilium, femur OL&OB brain 19 18 De 
os calcis OL 6 6 De 
ischium, femur OL liver, lung, brain 9 4 De 
L3, L4 OL liver 6 2 De 
L4, L5 OL liver 3 0 De 
L4 OL 12 12 Ds 
L5 OL 15 3 De 
pubis, ischium, femur, skull OL brain 2 De 
L5, sacrum, femur OL 8 8 De 
L 1, L2, L3, L4 OL lung 3 2 De 
T2, T4 OL lung 4 De 
L 1, L2, L3, L4, L5 OL 5 3 Ds 
L1 , L2, L3, L4, L5 OL 20 11 De 
ilium OL 5 3 De 
L3 OL liver, brain 14 6 Ds 
rib OL lung, brain 3 3 De 
L4 OL lung 11 5 Ds 
L4, T12, clavicle OL&OB 4 4 Ds 
L4 OL esophagus 22 10 De 
OL ? ? Ac 
rib, L4, T11 , T12, L2, L3 OL&OB 12 12 Ds 
bia, L2, ribs , humerus, scapula, finger 
bia, femur, fibula , femur, clavicle, scapula, ilium, femur 
Dead with disease in pelvis 
-Dead with no disease in pelvis 
·Alive with disease 
-Osteolytic 
-Osteoblastic 
8.-T.-Onset of symptoms until treatment in months 
S.-B.S.-Onset of symptoms until bone symptoms in months 
D.-Bone symptoms until death in months 
B.M.D.-Verification of bone metastases until death in months 
X.R.U.-Bone symptoms until x-ray verification in months 
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TABLE 2 
Pathological Diagnosis Number Percentage 
anaplastic 4 11.1 
squamous cell 27 75.0 
transitional cell 2 5.6 
adenocarcinoma 3 8.3 
The other relationsh ips corresponding to 
the pathological cell type may be seen from 
the overall p icture of the patients presented 
in Table 3. It was not felt that a full analysis 
cou ld be made because of the small numbers 
of anaplastic, adenocarcinoma, and 
transitional cell types. 
Th ree of the patients did not receive the 
full course of recommended treatment for 
various reasons. Twenty patients received a 
full course of intravaginal radium and external 
deep pelvic or Cobalt 60 therapy. The 
remaining 12 patients received only external 
beam therapy, either with deep x-ray or a 
Cobalt 60 machine. 
The bone metastases themselves presented 
in various ways although a large majority 
presented initially with pain. The various 
modes of onset are presented in Table 4. 
TABLE 4 
Mode of Onset Number Percentage 
pain 26 72.1 
swell ing 4 11.1 
patholigical fracture 2 5.6 
no signs or symptoms 2 5.6 
unknown 2 5.6 
There appears to be a definite correlation 
between the stage of the disease when 
discovered and the incidence of bone 
metastases. As can be seen from Table 1, the 
incidence of bone metastases increases with 
the stage of the disease. There also appears 
to be a correlation between the stage of the 
disease and the length of time after treatment 
that the bone metastasis occurred. In Stage I 
disease the average length of time as stated 
above was 18.9 months. In Stage II disease 
this time was 16.0 months. In Stage Ill disease 
the bone lesions developed in 7.1 months and 
in Stage IV disease it was only 6.9 months. 
Unfortunately, the series was not large enough 
to standardize these figures to the form of 
treatment g iven. 
The time elapsing between the onset of 
symptoms from the primary disease and the 
onset of symptoms signifying bone metastases 
varied from four months to 4.6 years. In two 
cases the bone lesion was present on the 
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init ial pelvic rad iograph and the patients 
subsequently developed symptoms. In both of 
these latter cases it was one of the pelvic 
bones involved. 
It was noticed that x-ray verification usually 
followed the onset of symptoms due to the 
lesion by qu ite some time. As noted above, in 
two cases the radiological findings preceded 
the symptoms; however, there were cases of 
the rad iological find ings following the 
symptoms by as much as 12 months. The 
average length of t ime from onset of symptoms 
referable to bone to radiological verification 
was 3.0 months. In one case where symptoms 
had been present in excess of three months 
x-rays taken just before the death of the 
patient were negative; however an autopsy 
showed a metastasis in the reg ion suspected. 
Unfortunately, none of these patients received 
diagnostic studies with strontium. 
In twelve patients the metastasis was single 
radiolog ically; whereas the remaining patients 
had multiple bone lesions. Of the single 
lesions, six were in the lumbar reg ion, three 
were in a pelvic bone, and one each were in 
a rib, a femur, and an os calc is. Table 5 
shows the locations of all the metastases. 
TABLE 5 
Location of Metastasis Number Located Here 
spine 
pelvic bones 
femur 
ribs 
humerus 
clavicle 
tibia 
fibu la 
sku ll 
scapula 
terminal phalanx middle finger 
carpal bone left wrist 
os calcis 
27 
15 
9 
3 
2 
2 
A further breakdown of the bones of the 
spine and of the pelvis involved is given in 
Table 6. 
The characterist ics appearance of the lesion 
was then studied. Thirty-one lesions were 
reported as being solely osteolytic. One 
report did not give a description, stating only 
that the lesion was typically metastatic. The 
remaining four reports were predominately 
osteolytic with some osteoblastic components. 
These osteoblast ic components were usually 
located in the pelvic bones. An autopsy was 
not done on any of the latter four cases to 
determine if the osteoblastic component was 
tumour, reaction to tumour, or reaction to 
therapy. 
TABLE 6 
T2 ilium 6 
T4 ischium 7 
T11 pubis 4 
T12 4 
L 1 7 
L 2 9 
L 3 12 
L 4 9 
L 5 
From this it can be seen that metastasis to 
the spine, pelvic bones, and femur are by far 
the most common. 
Rubin and Prabhasawat (1962) indicated 
that the mode of spread of the neoplasm, that 
is whether the bone destruction was from 
direct extension to bone, spread to lymph 
node with subsequent involvement of bone, or 
due to hematogenous spread, could be 
determined by the radiological apperance of 
the metastasis ; however in this series, such a 
determination was not attempted. 
A study was also made of other wide spread 
metastases in only these patients, other than 
those to bone. Fifteen patients had other 
metastases. The location of these metastases 
is found in Table 7. 
TABLE 7 
Location of Metastasis Outside 
Pelvis, other than Bone 
liver 
lung 
brain 
kidney 
mediastinum 
skin 
esophagus 
Number 
7 
6 
3 
1 
2 
2 
It has long been noted that the presence of 
a bone metastasis is a poor prognosis on that 
patient 's life. The time between the onset of 
symptoms due to the patient 's bone lesion 
until the time of the patient's death was found 
to be two months to 22 months with an 
average length of time of 7.8 months. The 
time between radiological proof of the 
patient's lesion until his demise varied from 
less than one month to eighteen months, the 
average length of time being 5.0 months. Th is 
latter finding compares with the findings of 
Clair (1 965) who found the average duration of 
life in months after diagnosis of bone 
metastasis to be 4.8 months. 
A final point had to do with whether or not 
there was active disease in the pelvis at the 
time of the patient's death. It was found that 
eight patients (22.2%) died with no clinical 
evidence of residual tumour in the pelvis. The 
remaining 28 patients did have active disease 
in the pelvis at the time of their death. 
SUMMARY 
All cases of proven carcinoma of the cervix 
seen in the Cancer Clinic of the Ottawa Civic 
Hospital in the years 1946 to 1966 inclusive 
were reviewed in an attempt to study the 
incidence of bone metastases. Thirty-six 
patients out of 844 reviewed were found to 
have definite metastases to bone an incidence 
of 4.29% . The majority of these metastases 
were in spine, pelvic bones, and femur. All 
appeared as osteolytic lesions on x-ray with 
four having an added osteoblastic component. 
Radiographic proof of the lesion was found to 
lag behind clinical symptoms of disease by as 
much as a year. The occurrence of a bone 
metastasis was a poor prognosis, only three 
patients surviving greater than one additional 
year. 
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A Brief Encounter with Research on Venous Disease 
The importance of d isease in the veins as a 
cause of death is paramount in medicine 
today. For many years, the Department of 
Surgery at the University of Western Ontario, 
under Dr. A. D. McLachlin, has been carrying 
out vital research on this question. My 
summer's research work was done with Dr. 
McLachlin's fellowship candidates, who were 
in their year of basic science. 
Pulmonary Embolism :-with the veins of the 
lower limb being the usual site of initial 
thrombus-formation this is the commonest 
single cause of death following major surgery. 
Recently, venous incompetence has been 
studied, particularly as it is found in the 
" post-phlebitic syndrome". In June, Dr. 
Richard Clark completed a year's work on the 
effect of thrombectomy following 
thrombophlebitis in an experimental model. 
The disease was induced in mongrel dogs, 
using a low current. Thrombectomy 
(embolization) was performed by external 
massage of the vein at varying times after 
interrupted heparin anticoagulation therapy. 
Heparin given in this manner was found to be 
beneficial in preventing thrombogenesis only 
in the immediate post-operative period. 
Last summer, initial clinical trails were 
conducted using a method of heparinization 
which allowed : 
(i) A constant rate of infusion 
(ii) Patient mobility, not possible with the 
standard intravenous bottle. 
The apparatus used was the Watkins 
Chronometric lnfusor, a " clock-like" pump 
designed for the chemical treatment of 
specific cancers of the liver and used by the 
Cancer Clinic at Victoria Hospital. 
The variable measured was the blood 
clotting time which was estimated three times 
daily. Two methods were used:-
(a) Lee-White method, normal 5-11 
minutes. 
(b) Microtygon tube method, normal 8-18 
minutes. 
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Heparin dosage was determined in order to 
approximately triple the normal blood clotting 
time; previously measured by control tests. 
Patients were started on 300 mgs. per day and 
changes were made as needed. Sterile saline 
was added to the heparin solution to make it 
up to volume, and 5 mls. per day were 
accurately infused via a polyethylene 
intravenous catheter. The pump was readily 
secured to the back of the patient 's wrist. 
Watkins Pump 
Two difficulties were seen in the initial 
encounter:-Firstly, the clotting time 
fluctuated so much even in control patients 
that a close measure was not possible. 
Secondly, the pump itself proved difficult to 
set up and run. 
During the school year, Dr. Gary Fisher is 
using the pump again in experiments using 
the veins of lower limbs in mongrel dogs. 
Constant heparinization is afforded by the 
The Fate of the Dilated 
The project to be described was part of the 
continu ing investigation into the results of 
external urethral meatotomies in young 
females. 
For years, females of all ages have been 
seen by urologists with obvious symptoms of 
urinary tract obstruction, i.e., recurrent attacks 
of low grade fever, f requency, dribbling , 
incontinence, and in ch ildren enuresis. The 
normal treatment for th is ailment was repeated 
urethral di lation, usually giving only temporary 
relief, or bladder neck resection. It was not 
until November 1960, that Dr. MacAninch came 
to the conclusion , that the external urethral 
meatus is the commonent site of obstruction in 
the female urinary t ract. This obstruction may 
be congenital or acqu ired, through either 
injury or recurrent local infection due to poor 
vulvar hygiene. Since 1960, meatotomy has 
been considered the t reatment of choice in 
the female presenting with symptoms relating 
to urinary tract obstruction. 
The diagnosis of meatal stenosis can be 
obtained from a complete history, thorough 
physical, including cystoscopic examination, 
and intelligent use of X-ray facilities. The 
history will probably reveal the already 
mentioned symptoms of lower urinary tract 
obstruction, but many will also indicate a 
cause, in the case of an acquired lesion. 
There is the case of the little girl whose 
symptoms developed after an injury. She had 
been riding a boy's bicycle when her foot 
slipped off the pedal , and her perineum came 
down hard on the cross-bar! 
An indication of meatal stenosis is given on 
cystoscopic examination by the amount of 
"gripping" by the meatus, around the 
cystoscope. This examination may also reveal 
ectopia lateralis, a condition in which the 
ureteric orifice is laterally displaced resulting 
in a small intramural ureter, so that bladder 
urine is free to reflux up the ureter to the 
kidney, whenever voiding takes place. Such 
pump which is held in a plaster halter above 
the dog 's shoulders. 
To date, there is no final judgment as the 
practicality of the 'Watkins Chronometric 
lnfusor' in post-operative anticoagulative 
therapy. Ontario Heart Foundation, 
Urethra 
Summer Scholarship 1967, 
Supervisor, Dr. A. D. Mclachlin, 
Victoria Hospital , London, Ontario. 
David J . Carswell '70 
ureters must be re-implanted in order to 
prevent or stall the progress of pyelonephritis. 
Voiding cinefluoroscopy is a good aid in 
establishing the diagnosis of meatal stenosis. 
Th is technique may show the actual point of 
stenosis, or may indicate it by the amount of 
splaying of the dye as this leaves the meatus. 
Other phenomena which may or may not be 
seen on a voiding cystogram, are due to the 
increased intravesicular pressure which the 
ch ild must exert in order to overcome the 
obstruction , and void. These include dilation 
of the urethra, bladder trabeculation, and 
vesico-ureteral reflux. If there is reflux, but 
cystoscopy reveals no ectopia lateralis, then 
th is is most often due to distal obstruction, 
and more specifically in the female, meatal 
stenosis. 
The results of previous studies on young 
females have been encouraging. Reflux was 
no longer demonstrable on repeated postop 
vo iding cystograms in 49% of those cases 
surgically treated. The conclusion may be 
drawn therefore, that these children were 
prophylactically treated for chronic 
pyelonephritis by the simple procedure of 
meatotomy. Of the remaining 51% , the 
majority had ectopia lateralis. Unless there 
was a superimposed emotional disturbance, 
meatotomy also cured clinically many of the 
enuretics and incontinent. 
The purpose of my project was twofold :-
(1) To find out what happened to the 
dilated urethra after the meatotomy 
was performed ; 
(2) To see if there was any real 
relationship between the patient's 
post-operative clinical condition 
(presumably improvement) , and the 
appearance of the urethra on follow-up 
cystograms (presumable decrease in 
size, back to normal). 
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The method consisted of taking actual 
measurements of the size of the dilated 
urethra using pre-operative and post-operative 
voiding cystograms, as projected on a screen 
set at a fixed distance, as well as recording 
the course of the patient clinically. A great 
deal of difficulty was experienced in obtaining 
the information needed, and in interpreting it 
meaningfully. Clinically, there were two 
groups of results:-
(1) those cured instantly (i.e. with in three 
months of meatotomy) ; 
(2) those not cured instantly (i.e. 
improvement was much slower, or not 
at all). 
Those cured instantly had no reason to 
come back for a repeat voiding cystogram 
unless the pre-operative cystogram had 
revealed reflux, while those not cured instantly 
did come back for repat investigations. As a 
result, most of our measurements were on 
children who had not improved. As we had 
no control group, it is difficult to be certain 
how well these children would have done 
without the meatotomy, and we have no 
indication of how much of the persistent 
symptoms were psychogenic in origin. 
News and Views 
Sandra Snider '69 
Omah Singh '69 
CRYOPRECIPITATE DRIVE 
March 1st saw the conclusion of the 
Cryoprecipitate Drive sponsored by the 
Hippocratic Society. One hundred and fifty-one 
hypervolemic students donated blood for this 
worthy cause and the results of the inter-class 
competition was as follows:-
FIRST-Ciass of '71 with 61 donors. 
SECOND-Class of '70 with 49 donors. 
THIRD-Class of '69 with 41 donors. 
Congratulations to the Class '71 for their 
bleeding success! There were approximately 
fifteen rejects from each of the classes for a 
variety of reasons. Luckily, there was not a 
single positive VORL which is proof enough of 
the superb moral behaviour of the Western 
Medical student. The Class of '68, by virtue of 
a difficult clinic schedule, were unable to 
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Another big problem concerned the value 
of radiolog ical evidence of urethral dilation 
in the diagnosis of meatal stenosis. Some 
radiologists consider this of no use at all and 
have performed what they consider, well-
controlled studies to support their evidence. 
The value of taking actual measurements of 
the urethra is debatable, since these 
measurements are highly dependent on plate 
distance (and hence magnification), voiding 
force, which varies with the amount of dye 
injected, extent of the meatal stenosis, and 
the mental state of the patient. Some of these 
factors can be controlled and standardized, 
e.g. plate distance and amount of dye, but 
others cannot. 
At the present t ime some children are still 
coming in for further follow-up investigations, 
so we do not have any definite results, 
available. Although an incomplete 
retrospective study such as ours can give 
some valuable hints, for conclusive information 
a well-controlled study should be carried out. 
Hank Scholtens, '69 
Supervisor: Dr. L. N. MacAninch, 
Clinical Associate Professor of Surgery. 
participate, but th is merely reflects on the 
bloodless nature of senior classmen. Rumour 
has it that the majority of them have undiluted 
alcohol in their circulatory system anyway. 
The award will be presented by Col. W. 
Routledge of the Red Cross Blood 
Transfussion Service on behalf of the London 
Auxiliary of the Ontario Hemophilia Society 
and we would like to express our appreciation 
to both of these organizations for all their 
help. 
It is rather a sobering thought that all 
these one-hundred and fifty-one units of 
cryoprecipitate could be used with in one week 
on just one hemophiliac but we hope that we 
will be able to arrange two donation sessions 
next year. 
Bob Henderson '71 
Bill Wassenar '70 
Martin Inwood '69 
MEDICAL JOURNAL DINNER 
On March 14th, fifty students, faculty and 
guests spent a very pleasant evening 
celebrating the fact that the last issue of the 
year had gone to press but more important, to 
listen to an excellent presentation by Dr. J. 
Godden entitled " The Incoherent Physician: 
his Management and Care". Dr. Godden spoke 
with a considerable degree of authority on 
this subject, as he held the position of 
Assistant Editor of the Canadian Medical 
Association Journal up to last year, when he 
resigned to become the Assistant Director of 
the University of Toronto 's Post Graduate 
Medical Education Department. It is hoped 
that the Journal will be able to publish Dr. 
Godden's speech in a future issue as it was 
both an amusing and very erudite presentation. 
After the dinner, the majority of the guests, 
(mostly Journal staff), descended on the 
editor's humble abode where they proved to 
be a perfect nuisance. This demonstrates that 
the person who works on the Journal is not 
only to be pitied, but also goes to bed far too 
late at night! 
The dinner was held in the U.W.O. Faculty 
Club which can be highly recommended for 
holding social functions of this nature. Mr. "M. 
L. Willis, the manager, was of great assistance 
and one can only feel very jealous of the 
faculty for having such a delightful place to 
carouse in after a long day on the campus. 
M.J.I. 
Dr. Jack Godden regaling the 
Journal's staff and guests in the 
lounge of the University Club of London 
* 
INTERFACULTY SPORTS 
MEDICAL SCHOOL GETS SECOND PLACE!!! 
The Medical School is to be congratulated 
for their hundred percent participation in this 
years interfaculty sports program. The final 
resu lts resulted in Medicine obtaining second 
place with 283 points, just seven points 
beh ind Huron College. However we were 
nearly fifty points ahead of third place 
University College, and Huron College and 
the Medical School were the only two teams 
who had entered every available event. 
I would like to thank all those 'keen athletic 
types ', both fat and thin who made this 
success possible. This thanks particularly 
applies to the following men who helped 
organize and coach the various sports: 
Rick Schmidt '68, lan Yeats '68, Larry Kelly 
'68, Doug Holder '69, Jim Laing '69, Reg 
Brenchley '69 and Graeme Gair '70. Graeme 
will be the Medical School Sports Director 
next year, and it is hoped you will all give him 
the same support which you gave me this 
year. 
Richard Hawkins '69 
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HIPPOCRATIC COUNCIL 
Ball-The last official function of the 
1967-68 Hippocratic Council was the Banquet 
and Ball held on February 2. The convenor 
was Bob Birnbaum whose extensive planning 
made the evening an outstanding success. 
Awards-This year, five members of the 
graduating class were presented with 
Hippocratic Council Honor Awards at the 
Meds-at-Home. The Honor Award system was 
established to acknowledge those students 
who have made outstanding contribut ions 
within the Medical School. 
Ann Thomas- Secretary of Hippocratic 
Council ('64- '65) and USC representat ive 
('67-'68); Camsi ; Inter-faculty sports and 
Intercollegiate Basketball ; Women's Athletic 
Directorate ; Women 's Ath letic Council. 
lan Yeats--Class President ('67-'68); Class 
Athletic Representative ('65) ; Tachycardia-
4 years ; lnterfac Sports ; Alpha Omega Alpha. 
George Deagle-Director of Student 
Activities ('67-'68) ; Class President ('66-'67) ; 
Journal contributor; Tachycardia--Ch ief Meds 
Merrymaker ('67-68) ; Purple Patches; Vice-
president Rod and Gun Club. 
Ross Donald-Vice-president Hippocratic 
Council ; Class President ('65-'66) ; Chairman of 
Mentor System ; Tachycardia-4 years ; 
lnterfac Sports. 
Larry Kelly-President Hippocratic Council 
('67-'68) ; Director of Athletics ('66-'67) ; 
Co-editor Medical Journal ('66-'67) ; Director 
Tachycardia Band-2 years ; Mentor 
Committee; UWO Concert Band; lnterfac 
Sports. 
New Council for '68-'6~President : Dick 
Johnston '69 ; Exec. Vice-President : Henry 
Rubinstein '70; Social Vice-President: John 
Evans '70; Director of Student Activities : Reid 
Finlayson '69 ; Director of Athletics-Graeme 
Gair '70. 
Journal Editor-Martin Inwood '69; USC 
Reps.: Bill Wassenaar '70, Jim Gatrall '71; 
Camsi : Pat Porte '70, Gregor McGregor '71 ; 
Class Pressidents : Louis Tusz '71, Larry Olson 
'70, Doug Holder '69. 
Congratulations are extended to the old 
Council for a job well done and especially to 
President Larry Kelly whose enthusiasm and 
careful organization made Council work most 
enjoyable this year. 
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President, Hippocratic Council 
Dick Johnston 
OSLER SOCIETY 
The fifth meeting of the Osler Society was 
held February 27, 1968. The first speaker, Mr. 
A lan Richardson, M.A., discussed " James 
Cowles Pritchard 's Contributions to the theory 
of Race Formation". Betty Lawrence '69 
followed with a paper on " The Fall ing 
Sickness" (the history of epilepsy) . Betty 
Lawrence was elected president for '68-'69 
and Martin Inwood was elected Vice-President. 
The Annual Banquet of the Society was 
held on March 29, 1968. Dr. R. Gunton 
presented Harold Watts '68 with a scroll for 
his contributions to the Osier Society. Dr. 
John A. Lewis introduced the speaker, Dr. I. 
M. Rabinowitch , M.D., C.M., D.Sc., F.R.C.P.(C) , 
F.A.C.P., who spoke on " Medicine in the 
Talmud" . 
Students and staff members are warmly 
invited to attend the Osier meetings in the 
fall . 
Betty Lawrence '69 
* 
ALPHA OMEGA ALPHA 
On February 19, 1968, lan Yeats and Boyd 
Hoddinott presented a joint paper entitled 
" Thromboembolic Phenomena" Dr. A. 
McLachlin and Dr. Hession discussed the 
presentation. 
* 
CLASS NEWS 
MEDS '71-The class of '71 went all out in 
the organization of a Student-Faculty dinner 
on March 13. The catering was handled by a 
few of the braver members of the class-as a 
result, the Faculty was sumptuously banqueted 
-on spaghetti! At the last count, all of the 
profs. were still lecturing. 
"Go North Young Man"-No it's not a plea 
for missionaries to Alaska. It 's the title of that 
notorious snow sculpture created by the class 
-for which they received an honorable 
mention! 
And, because they're so close, we sing the 
old tune "Exams should be abolished." 
The newly elected class executive for 
1968-1969 is-Hon. President: Dr. R. C. Buck; 
President : Louis Tusz; Vice-President and Soc. 
Chairman: Baxter Willis; Sec. and Treas. : 
Richard Tiegs; Merrymaker: James Hicks; 
Sports Rep.: Joe Powell ; CAMS! Rep.: Gregor 
McGregor. 
MEDS '70-No news is good news and bad 
news comes in th ree's-so, in the spirit of the 
old tradition, we submit-Exams, curricu lum 
changes and parking tickets. 
The new class executive for 1968-1 969 is-
President: larry Olson; Vice-President and 
Soc. Chairman: Bud Porter; Sec.-Treas.: 
Marilyn Clysdale ; Merrymakers: Bob 
Yovanovich and Glen Gibson; CAMSI Rep.: 
Park Parry. 
PARKE-DAVIS TRIP 
The infamous Parke-Davis tri p, sponsored by 
Parke-Davis Drug Company, took place on 
Sunday and Monday, February 12th and 13th , 
the prime purpose of which was to instill into 
the minds of prospective Physicians, the 
company name. 
The academic and social theme of the trip 
was " research ". While Parke-Davis instilled 
into the minds of the students the fundamental 
importance of experimental pharmacology in 
its success, the students did a great deal of 
experimentation into the pharmacologic action 
of a particular hypnotic, which, unfortunately, 
had been well documented previously. 
The uneventful trip down the 401 Sunday 
afternoon, the questions and shake-down at 
the border, and the arrival at the Sheraton-
Cadillac, all were quickly obliviated by the 
activity at the Hotel. It would seem that the 
American Association of Hairdressers and 
Cosmetologists in conjunction with the 
Departments of Physiology and Anatomy of 
some unknown Medical School and with the 
support from the American Society of Weird 
Wonders of the World had prepared displays! 
There were, physiolog ically-speaking, 
monosynaptic humanoids; anatomically 
speaking, female forms with monstrous and 
awesome cranial accessory processes; and, 
yes, even Royal personalities-" queens"! 
Prior to a delicious chicken dinner Sunday 
evening, everyone rose on a " bubbly" cloud to 
greater heights of enthusiasm. The dinner was 
the official welcome and during this feast. 
Cam Ghent had the distinguished honour of 
exhibiting the first side effects of the 
aforementioned hypnotic. 
Post-dinner activities involved the theatre 
for prudes, the " theatre" for real men, and 
just plain gazing at the wonders of nature in 
the corridor of the Sheraton. later in the 
evening, further 'displays' became available, 
the most popular of which was the display of 
some autonomic nerve reflexes in room 1524-
class participation was welcomed! 
Monday's breakfast was uneventful and 
unattended. The tour of the Ann Arbour 
Research laboratories of Parke-Davis was 
exceptionally informative, well-organized, and 
very pertinent to the second year 
Pharmacology course in a practical sense. 
The " wind-up" dinner Monday evening 
resulted in everyone being " wound-up". The 
host for the trip, Mr. Ralph Perkins, gave an 
official departing message and the company 
and Mr. Perkins himself, were appropriately 
and deservedly thanked by class president 
larry Olsson. Other " extrapyramidal " 
spooches were contributed by Brian Waviss, 
John Evans, and Henry Rubinstein. The trip 
was successful in many facets, not the least 
of which was " remember Parke-Davis" . 
The appearance of several loyal students on 
the CFPl television quiz show " Take Your 
Choice", was another February highlight. 
Marilyn Clysdale, larry Olsson, and David 
Spence, matched with london Secondary 
school students. They were successful to the 
tune of $165.00 which will be distributed to 
Multiple Sclerosis and Cystic Fibrosis 
Charities. 
Michael Simmons, renowned musician of 
Tachycardia fame, was placed second in a 
campus-wide " folk-song" writing contest, the 
name of Mike's composition--" l 'm Fallin". 
Mike is currently dating the stimulus for the 
song. 
Don Parks 
* 
MEDS '69-The Third and Four year party 
which we are hosting, and for which we 
scrounged and saved-will be on April 5th-
It is to be hoped that our elders enjoy 
themselves and that, on the lingering 
memories, they may float through their 
Councils. 
Mike Connolly-won the championship in 
wrestling at the Quebec-Ontario Athletic 
Association meet. Congratulations. 
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The new class executive for 1968-1969-
President: Douglas Holder; Vice-Pres.: Steve 
Moore; Treasurer: Valdis Pakulis ; Sports Rep.: 
Reginald Brenchley; Merrymaker: John Tasker; 
Soc. Chairman : Thom Wilson ; CAMSI Rep.: 
Bob Burrows; Secretary: Linda Richardson. 
MEDS '68-The Fourth Year Graduation 
Exercises are being held on May 31st-
unfortunately, the Councils are approaching as 
quickly. 
The five-year Executive has been elected-
President: Larry Kelly; Vice-Pres.: Glen 
Withers; Secretary: Mrs. Ann A. Thomas 
(Ann Dickson). 
* 
DEAN'S CORNER 
RECENT APPOINTMENTS 
Dr. lan McWhinney of Stratford-on-Avon, 
Warwickshire, England, has been appointed 
Professor and Head of the Sub-department of 
Family Practice in the Department of 
Community Medicine, effective June 15, 1968. 
Dr. McWhinney was born and educated in 
England. Since 1955 he has been in family 
practice in Stratford-on-Avon. He is a member 
of the Council of the Royal College of General 
Practitioners and serves on the Editorial 
Board of the Journal of the College. In 1964 
he travelled extensively in North America as a 
Nuffield Travelling Fellow in General Practice. 
Dr. McWhinney is the author of a number of 
scientific articles and of a book on the early 
signs of illness. He and his wife, who is also 
a physician, have two young daughters. 
Professor E. A. Plunkett has been named 
Acting Head of the Department of Obstetrics 
and Gynaecology, effective December 1, 1967. 
Dr. P. A. Clancy and Dr. E. S. Russell have 
been appointed as Clinical Assistant 
Professors in the Department of Anaesthesia. 
Med '70 Snow-sculpture 
Dr. William Jamieson has been appointed 
Clinical Assistant Professor in the Department 
of Surgery, effective January 1, 1968. 
HISTORY MADE AT WESTERN 
History was made at Western this year 
when four faculty members and a student 
representative were elected to the Board of 
Governors and attended their first meeting on 
February 16. The Faculty members, elected by 
the senate, will serve a four year term on the 
26-member Board. They are: Dr. Murray Barr, 
Prof. of Anatomy; Dr. Roger J. Rossiter, Dean 
of the Faculty of Graduate Studies and Prof. 
of Biochemistry; Dr. J. A. F. Stevenson, Prof. 
and Head of the Department of Physiology; 
Professor Walter A. Thompson, Associate 
Dean of the School of Business Administration. 
The Medical School is very proud that three 
out of the four Faculty members elected, are 
members of our Faculty. 
Dr. Murray Barr Dr. R. J. Rossiter Dr. J. A. F. Stevenson 
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CAMS I 
DRUG APPEAL-The local appeal was a 
great success resulting in twenty-five 20 lb. 
boxes of urgently needed drugs which were 
sent to missions in Haiti. All doctors in 
London were solicited for overdated 
pharmaceutical products and/ or donations. 
Although only 20% of these doctors 
responded to our appeal , those who did 
contributed generously. By the end of 
January, the trunk room at Westminster 
Hospital looked like a disaster area filled with 
containers of every size, shape and colour, 
neatly packaged in student-proof cellophane. 
All of these had to be opened, sorted and 
packaged for shipment. Thanks to the 
" willing and eager" help of Linda Richardson, 
Denise Antoni , Brian Lucas, Bob Burrows, 
Ernie Ewaschuck, Tom Wilson , Bob Birnbaum, 
Dave Blaine and others, this was all achieved 
one dreary morning at 1 a.m. Considering that 
this is the first year that Western has 
participated in the Drug Appeal , it was a great 
success. 
Packaging the goodies. 
JAMAICA-Five fortunate students from 
UWO, (Rick Irwin '68, Ann Breckenridge '69, 
Valdis Pakulis '69, Nancy Leal '70, and Harry 
Bergen '70) , will be joining 65 other medical 
students from across Canada to take part in 
the CAMSI Summer Field Clinics '68 in 
Jamaica, August 8-September 2. The program 
begins with a three day orientation period in 
Toronto, then off to Jamaica. The student will 
select one of the following services-
medicine, surgery, obstetrics, pediatrics, 
psychiatry, or preventive medicine, for an 
intensive work program followed by a three 
day holiday on the beaches of Jamaica. 
Ann Breckenridge '69 
A.K.K. 
With a very mixed but complete social and 
professional schedule, AKK has started to 
renew its contract with alumni here in London 
and others within comfortable driving distance. 
The annual formal held at the Hotel London 
was actually coincident with Marty Goldbach 's 
Bar Mitzvah-needless to say, he was more 
than pleased with the enthusiasm that his 
guests acquired as the evening went on. The 
formal was also the time to recognize Dr. Jim 
Paterson for his contributions to medicine and 
medical knowledge ; it is a distinct honor for 
AKK to confer " Honorary Membership" on Dr. 
Paterson. 
To round the 'professional ' schedule, AKK 
invited noted specialists to talk on varied 
topics, such as-" Coronary Artery Disease" 
and " General Practice Today". 
* MED'S WIVES CLUB 
Our year is coming to a close. The two 
previous meetings were devoted to 
" Decorating on a Shoestring", with 
refinishing furniture tips by Mrs. W. Heine and 
ideas on re-decorating by Ann McGilvary. We 
complete the year with advice from 
experienced Doctor's Wives, and our annual 
dinner at Mrs. Warwicks, who once again has 
opened her beautiful home to us. 
Our thanks to our President, Nancy Tasker 
and Vice-President Susan Hawkins for a very 
successful and enjoyable year. Also to Ann 
Huband, Social Convener, who has put a lot 
of work into the Curling, Bridge parties and 
cook book. Congratulations to the Bulletin 
editors, Susan Throne and Mary Jane McKay 
for their originality, an example which we felt 
we should show below: 
JUST WHAT THE DOCTOR ORDERED! 
Symptoms: Reactive depression due to same 
old apartment. 
Signs : Sofa falling apart, dull paint peeling , 
picture your mother-in-law gave you . 
Investigation: 1) Take a careful history, (how 
did things get in such a state). 
2) Do a thorough physical examination; 
inspect, palpate, percuss, and auscultate 
your walls and furniture. 
3) Intelligently use time and money. 
Differential Diagnosis : Hyper-nondecorativitis 
with complication of acute impecuniousness. 
Treatment: A face lifting-toute de suite. 
Prognosis : Excellent-if you come to the next 
Medical Students Wives Meeting ... etc. 
Janet Inwood 
157 
HIPPOCRATIC BANQUET AND MEDS AT 
HOME 1968 
The Hippocratic Banquet has returned, flying 
buns and all. It was with joy and perhaps the 
hint of a tear, that Western Medsmen faculty 
and alumni sat amid the shower of buns that 
has come to be known as the Medsmen 's way, 
if somewhat crude, of showing they like 
something. Medsmen being what they are, the 
buns don 't fly too often, but Dr. R. A. H. 
Kinch , as speaker at the Banquet held 
February 2 at the Hotel London, immediately 
preced ing the Meds At Home, brought on an 
unprecedented deluge of buns and rolls of all 
kinds, hopefully unbuttered. 
Th is was the first year that the Banquet and 
'At Home' have been held together, and the 
first time, in three years, that the Banquet has 
been held at al l. Another first-women 
attended the Banquet, non-medical women, 
that is, and a welcome addition they were. 
This combination of firsts combined to make 
one of the most successful 'Meds At Home' 
in years, not to mention an overflow 
attendance at the Banquet in the Crystal 
Ballroom. 
The excellent turnout of very nearly 400 
people was an indication of the esteem and 
respect that London's Medical community has 
for Dr. Kinch , both as a man and as a 
physician. Dr. Kinch 's talk was an excellent 
example of his speaking prowess, his wit , and 
his competence in his chosen field. His 
speech included words of praise for 
Western 's Faculty of Medicine, especially the 
Preventive Medicine Department, and the 
far-reaching changes and innovations that 
have occurred there during the time when Dr. 
Kinch was at U.W.O. He warned us, half-
jokingly, against moving to Quebec and 
outlined the difficulties he has had getting 
licensed in that Province, inspite of his 
holding the position of Chief of Obstetrics at 
Montreal General Hospital ; (perhaps it would 
be easier for him if the hospital were called 
" Hospital General de Montreal "). He had 
some wise words about women and sex stuff, 
and he lamented the lack of knowledge 
Medsmen seem to have in this field. He ended, 
rather nostalgically, by saying he missed 
London, he missed Western, and he would 
always remember fondly his relationsh ip with 
U.W.O. In all , his speech merited the buns it 
received , but it merited more so, the standing 
ovation he also received. 
The Banquet was also the scene for the 
presentation of the Hippocratic Council 
awards to those who have contributed 
outstandingly to the School and the 
University during their four years in Medicine. 
Awards were given to Ann Thomas (Dickson) , 
George Deagle, Ross Donald, lan Yeats, and 
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A bun for Dr. Kinch 
Larry Kelly. Larry also formally turned over the 
reins of the Hippocratic Council to the new 
President, Dick Johnston. Good luck Dick, we 
know you can do it ! 
The 'At Home' started late, went hard, and 
ended at 1 a.m. with happy Medsmen ; 
unhappy hotel personnel (as always-noise, or 
someth ing like that, I couldn 't quite hear 
them) ; complaining hotel guests (as always) ; 
and the Hippocratic Council $300 less richer 
than the day before, but not quite caring , 
since it was money well spent. There was no 
doubt in anyone's mind, though , that it was 
a success, and that the combination Banquet-
At Home be continued in the same way next 
year. However, you can look forward to one of 
two changes next year. Either no corsages 
supplied, or an increase in the ticket price. 
Three Hundred dollars is too much to lose 
each year. After all , buns aren 't cheap, you 
know. 
Bob Birnbaum '69 
One patient complaining to another in the 
out-patient department: " The doctor gave me 
a prescription saying 'Take one pill four times 
a day'. Now I know he's trying to be helpful 
and save me money, but the darned thing 
always comes off the string the first time I 
swallow it! " 
* 
Patient : " Doc, can 't you give me something 
to stop my cough? " 
Doctor: " Yeah , take two ounces of castor 
oil and you won't dare cough ". 
Book Reviews 
Larry Kelly '68 
Mario Castelli '68 
PREVENTIVE MEDICINE 
Edited by D. W. Clark and B. MacMahon 
This paperback textbook of Preventive 
Medicine brings together many first-rate well 
known experts in this field including Dr. Carol 
Buck of the University of Western Ontario. It 
covers all aspects of Preventive Medicine. It 
is well organized into sections and chapters 
which makes it easy to read, digest and 
integrate with clinical material. It Is up to date 
and adequately illustrated with line drawings, 
graphs, charts and the occasional photograph. 
It will prove to be a useful text for students 
and practitioners alike. It begins by dealing 
with the methods of Preventive Medicine and 
with this basic background, delves into 
etiology and prevention of disease in the 
community and in practice, and then in the 
final section, deals with the health services. 
Little, Brown and Company, Boston (In 
Canada, J. B. Lippincott Company of Canada 
Ltd., Toronto), 1967. 897 pages. $9.95 LJ.K. 
GENETICS IN MEDICINE 
by James and Margaret Thompson 
This clear, concise yet comprehensive book 
is written by two University of Toronto medical 
professors. The book deals with Genetics In 
an uncomplicated manner and in doing so 
provides a textbook which is useful to the 
medical student and family practitioner who 
are more interested in the practical aspects of 
how genetics affects his patients than In the 
theoretical possibilities. To further achieve 
this end, problems with answers are provided 
at the end of each chapter. The book Is well 
illustrated with both photographs and line 
drawings. A glossary at the end provides 
succinct definitions. An excellent reference 
section. Well Indexed. 
W. B. Saunders Company, Philadelphia. 
1966. Distributed in Canada by McAinsh & Co. 
Limited, Toronto, 300 page. $8.10, LJ.K. 
PSYCHOLOGICAL DIAGNOSIS IN CLINICAL 
PRACTICE 
Benjamin Pope & Winfield Scott 
A book which indicates that psychology has 
moved from the laboratory into clinical 
practice. It is " concerned with principles of 
interpretation and application" of the various 
tests, and how to communicate this 
information in understandable terms to 
psychiatrists, referring practitioners, the law, 
or social workers. The text is divided into two 
large sections, the first dealing with the 
theoretical foundations, the second with the 
clinical application of these principles. A 
useful text for those involved in psychology or 
psychiatry or the medical student during his 
clinical clerkship on psychiatry. 
Oxford University Press, Toronto. 1967. 
340 pages. $8.80. LJ.K. 
A VIEW OF THE BRAIN 
J. S. Griffith 
This is an Oxford Science Research Paper 
written by the Professor of Applied 
Mathematics, Bedford College, University of 
London. This author's presentation is very 
mathematical. He states that the brain is a 
collection of cells and that the brain functions 
by means of the properties of its cells, their 
biochemical properties, their linkage together, 
and their interelated activities. The author 
incorporates the latest in experimental data. 
Much of the theory is highly speculative. He 
develops his theory from the structure matrix 
of the nervous system to such complicated 
entitles as memory. The work is well 
documented. Three appendices supply 
explanations. A book which is of value to 
those interested in psychology and 
neurophysiology. 
Oxford University Press, London, 1967. 79 
pages. $2.50. L.J.K. 
A TEXTBOOK OF HISTOLOGY 
William Bloom and Don Fawcett 
This is the ninth edition of an excellent 
textbook and is to be highly recommended as 
the student histology text. As indicated by the 
preface, many changes have been made with 
the inclusion of the results of the latest 
experimental work. Morphology is 
accompanied by biochemistry and 
histophysiology in certain sections. Many new 
figures have been added and older ones which 
were unsatisfactory removed. Although a large 
number of electron micrographs have been 
added, a good balance has been maintained 
between these and the light microphotographs 
and drawings. The book is well set up. It 
maintains the same type throughout. Extensive 
references follow each chapter. Well indexed. 
W. B. Saunders Company, Toronto. 1968. 
$18.90. L.J.K. 
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PSYCHIATRY 
by Merrill T. Eaton, Jr. M.D., and Margaret 
H. Peterson, M.D. 
Here is a concise, up to date paperback 
which deals with the whole field of psychiatry 
-beginning with fundamental principles, and 
going through symptoms, signs and treatment 
of all the common psychiatric diseases. The 
concluding section contains chapters dealing 
with Law and History in relation to psychiatry. 
Alumni News 
Denise Antoni '69 
1914 
GEORGE INGHAM interned at Calgary 
General Hospital. Several years later he spent 
some time in New York at Manhattan Eye and 
Ear Hospital. 
At present he is in private practice 
specializing in Ophthalmology. 
1923 
FREDERICK JARVIS following graduation 
furthered his training in New York, Chicago 
and Memphis. 
Residing in Lancaster Ohio, he still continues 
to practice but finds some spare time for 
travelling. 
1924 
CLARE SAMBORN has a full-time practice in 
Windsor, Ontario. 
He is involved in the reforestation project in 
the Parry Sound District, as well as being a 
collector of Canadian Art and antique 
furniture. 
1929 
ELLA MARGARET SAVAGE practices in Cold 
Lake, Alberta. 
She is interested in the " youth of today" and 
devotes some of her spare time to work with 
young people. 
1930 
W. A. IRWIN is at present the Director of the 
Department of Radiology of Providence 
Hospital in Southfield, Michigan. 
1941 
HARRY HERSHMAN resides in Bristol, Conn., 
where as well as practicing medicine, he 
shows a lively interest in local politics. 
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Other features include selected references 
and review questions at the end of each 
chapter. The last chapter is concerned with 
the process of studying for an exam. 
The price is reasonable and this book is 
recommended for both the student and the 
family doctor who will find it an easy reference 
to commonly encountered problems. 
Medical Examination Publishing Company 
Inc., 65-36 Fresh Meadow Lane, Flushing, N.Y. 
11365. 1967, 564 pages, $6.00. M.F.C. 
1945 
GEORGE STEVENSON holds the following 
positions at the Medical College of South 
Carolina: Dean, School of Allied Health 
Sciences; Professor of Clin. Path.; Director of 
Med. Tech. Program. He is also the 
Commissioner of Continuing Education for 
the American Society of Clinical Pathologists 
and is on the National Advisory Committee on 
Health Occupations Training. 
1951 
A. S. NORRIS following internship at 
Westminster Hospital, London, took a 
residency in Psychiatry at the University of 
Iowa and later was Chief Psychiatric resident 
in Boston, Mass., at Boston City Hospital. 
Now a Professor of Psychiatry at the University 
of iowa College of Medicine, much of his t ime 
is occupied with research, teaching and his 
practice. 
1956 
MARVIN L. KWITKO specialized in 
Opthalmology at Washington Hospital Center, 
Washington, D.C. 
Now he is in private practice in Montreal, 
Quebec. 
1959 
MARVIN LIPTON is in private practice in San 
Francisco, California. He is also clinical 
instructor at the University of California 
Medical School. 
1960 
PAUL KIPP interned and took a four year 
Obstetric and Gynecology Course at Mt. 
Carmel Mercy Hospital in Detroit, Mich. He 
is now in private practice in Mt. Clemens, 
Mich. 
" Don' t you agrH that Interne 
are grON/y undarpeld?" 
" I'm altluant. You're affluent. The whole 
damned •oclaty;;8muent. We are only 
pawna In .......-eiiiiat/on we helped to create" 
-
''YN, I 8Uppo8e It Ia a 
rather big pill, but you only 
have to take one • lflontll" 
D 
·a 
" Of couf8e, you had to expect • ome •Ide affect• " 
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[LI UUY AND COM"""Y (CAIIADA) LONIT£0. T~TO. OIITARIO 
. For four generations 
we've been making 
medicines as if 
peoplt!s Jiyes 
depended on them. 
MENTAL RETARDATION RESIDENCY 
LOCATION: Jointly sponsored by the University of 
Western Ontario and The Children's Psychi-
atric Research Institute, London, Ontario. 
QUAL! FICA TIONS: License to practise medicine in the Province 
of Ontario. 
APPROVED: One year academic requirement in the 
specia lties of pediatrics or psychiatry for the 
Royal College of Physicians and Surgeons 
of Canada. 
COURSES: Seminars and lectures in pediatrics, psychi-
atry, neurology, case counselling, biochem-
istry, cytogenetics, endocrinology, stati tics 
and administration as these subjects pertain 
to mental retardation. 
CLINICAL: Supervision of therapy and guidance in 
parental counselling. 
RESEARCH: Opportunities for independent and joint 
research projects. 
For further particulars and salary apply to: 
Superintendent, Children's Psychiatric Research Institute 
Box 2460, Terminal 'A' London, Ontario 
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BilllcordcheK 
the guaranteed cheque with builtin credit 
• Good for goods and good for cash. 
• Provides $500- or more - instant 
credit when you need it. 
• Guaranteed by Bank of Montreal. 
See your local branch soon. 
Bank of Montreal 
Canada's First Bank 
water-dispersible, hypoallergenic, 
pleasant-tasting 
OSTOCO~ROPS 
Children relish the flavour of multivitamin OSTOCO Drops, 
and welcome their administrat ion directly on the tongue, 
thus ensuring the most effective absorption. OSTOCO 
Drops provide the vitamins which are most important to 
infants and young children. Equally acceptable in formula, 
fru it juice or milk. 
E•ch 5-drop dose (0.25 cc.) cont• ins : 
Vitamin A .... 2500 I.U. ~ Vitamin Bt . .. . .. .... ... . . . 1 mg. 
Vitamin o ... ... 4oo I.U. Riboflavin (vitamin 82) . . . 0.6 mg. Niacinamide .......... . .. .. 4 mg. 
Vitamin C . . . . . . 30 mg. Vitamin Bs . .. ....... . ... 0.6 mg. 
Dosage : Infa nts and children under 6 years of age, 5 drops 
daily ; children 6 years and older, 8 to 1 0 drops daily. 
Bottles of 8, 15, 30 and 50 cc., each with calibrated 
dropper for waste- free dosage. 
Full inform•tion on request. 8~&Ai::Zlli ~ • OIIIT.l.AL CAMADA 
fOUN/JU) 1/11 CANAQ4 ,,.. 
What we leave out of Surbex-SOO*is 
as critical as what we put in. 
Surbex-500 contains no folic acid or 8 12. It does provide 
high-potency 8-compound w ith 500 mg. of ascorbic acid. 
Folic acid, even in small doses, can mask a per-
nicious anemia And 8 12 is not well absorbed in oral 
form. Thafs why we left them out of Surbex-500. 
We've combined therapeutic B-<:ompound with 
a full half gram of C to stimulate rapid absorption 
and simulate injectable potency. And Abbott 's ex-
clusive Filmtab' coating completely eliminates any 
disagreeable vitamin taste or odour. 
Economy? Surbex-500 can often take the place 
of 2 or even 3 conventional tablets. (Supplementary 
doses of C. for example, are rarely needed.) 
When you prescribe Surbex-500, Doctor, you pro-
vide replenishment with economy - and you do so 
in the easiest possible manner. 
Each Surbex-500 Filmtab contains: 
Thiamine Mononitrate (81) . 15 mg. 
Riboflavin (8, ) . . 10 mg. 
Niacinamide . 100 mg. 
Pyridoxine Hydrochloride . 5 mg. 
Calc1um d-Pantothenate . 20 mg. 
Ascorbic Acid (C} . . 500 mg. 
Dessicated liver. N.F. . . . 150 mg. 
Supplied in bottles of 30, 700, and 1000. 
When needs are more moderate, prescribe Surbex with 
C, Abbott's a -compound formula with 150 mg. of C . 
·Trademat1ts reg istered Surbex-500 Full information is .vailable on request 
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A NEW IMPROVED 
LIFE PLAN AT THE 
LOWEST POSSIBLE 
COST 
The new and better CAMSI Life Plan with 
added benefits and lower rates is now in 
effect. 
Take a good look at the new improved 
CAMSI Life Plan. It provides more than 
temporary insurance. Its specially designed 
for Medical Students and Internes to take 
care of your requirements today and your 
permanent insurance needs for the future. 
Consult your local CAMSI president, 
Interne representative, the local Canadian 
Premier Life Branch Office, or write direct 
to the company's Head Office. 
" Your Link with Security" 
GUARANTEED AND UNDERWRITTEN BY 
Canadian Premier Life 
INSURANCE COMPANY 
362 Dundas St., London, Ontario, phone 433-6188 
